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THE PHYSICIAN AND PRIVILEGED COMMUNICATIONS * 
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A great deal of the record of civiliza- 
tion can be found in the history of the 
professions of Law and Medicine. The 
professions of “Order” and “Health” are 
fundamental to the survival of the human 
race: man’s oldest enemies are chaos and 


sickness, and it is to the maintenance of 
order and health in the physical and social 
bodies that the legal and medical profes- 


sions dedicate themselves. This paper is 
concerned with the physician who is called 
to the courtroom as a witness and is asked 
to collaborate with the attorney as an in- 
strumentality of justice. 

The physician’s oath as preserved in the 
work on medicine of Hippocrates, the first 
great Greek physician, is still adminis- 
tered in our own time to the graduating 
classes of colleges of medicine: 

“And whatsoever I shall see or hear in the course 
of my profession as well as outside my profession 
in my intercourse with men, if it be what should 
not be published abroad, I will never divulge, hold- 
ing such things to be holy secrets.” 

The Hippocratic oath, however, does 
not preclude the recognition of ends other 
than the maintenance of faith in the 
medical profession. In the interest of pre- 
serving the public health, a physician who 
is faced with the alternatives of disclos- 
ing the existence of a communicable dis- 
ease or of keeping a confidence, will prob- 


* Presented at Meeting of the 
Medical Society, December 9, 1957. 

+ Assistant Professor of Law, Tulane Univer- 
sity, New Orleans, Louisiana. 
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ably sacrifice the confidence. In the in- 
terest of the administration of justice, the 
Principles of Medical Ethics of the Ameri- 
can Medical Association provide that con- 
fidences entrusted to a physician, as well 
as information concerning defects or dis- 
position or flaws of character, shall be. 
revealed when disclosure is required by 
law.' Our question is: what legal pro- 
tection is accorded the Hippocratic oath? 
When may a physician keep secret in 
the courtroom information which he has 
learned in the exercise of his profession? 

The general policy of the law is to 
obtain as many facts as possible about a 
controversy on trial. Unless the judge 
and jury have every bit of relevant evi- 
dence, the verdict will be based on a dis- 
torted presentation of the facts. Due 
process means fair trial, and a trial is 
only as good as the evidence considered 
by the court. Therefore, the tribunal as 
a rule is given the power to summon any 
witness and to make him answer any 
question put to him, unless his testimony 
would incriminate him of crime.2 Every 


1 Principles of Medical Ethics of the American 
Medical Association c. 2, §2; see Comment, 52 Col. 
L. Rev. 383 (1952); see also Brandeis, The Physi- 
cian and the Medical Ethic, 38 Med. Rev. of Rev. 
699 1932); Flanagan, The Spirit of “The Oath”, 
57 Va. Med. Monthly 538, 543 (1930); Smyth, Ex- 
changes in Law and Medicine, 33 Institute of In- 
ternational Education News Bulletin 2 (Oct. 1957). 

2 See U. S. Const. Amend. V; see also Slovenko, 
Constitutional Limitations on the Rules of Evi- 
dence, 26 U. of Cin. L. Rev.—(Fall 1957). 
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person owes the duty of aiding in the 
settlement of controversies. A trial is an 
important public function, and the court 
can compel everybody concerned to attend 
and give evidence. 

A right to keep secret information 
learned in confidence would deprive the 
court of evidence which may be highly 
probative and trustworthy. Such a right 
would be a blockade to the ascertainment 
of the truth. The late Professor Wigmore, 
the leading authority in the law of evi- 
dence, suggested four tests to determine 
the justification for the establishment of 
a privilege to keep information secret in 
the courtroom.* These are: (1) Does the 
communication originate in a confidence 
that it will not be disclosed? (2) Is the 
inviolability of that confidence essential 
to the achievement of the purpose of the 
relationship? (3) Is the relation one that 
should be fostered? (4) Is the expected 
injury to the relation, through the fear of 
later disclosure, greater than the expected 
benefit to justice in obtaining the testi- 
mony? With the exception of the third 
condition — that the physician-patient re- 
lationship should be fostered, Professor 
Wigmore is of the opinion that little can 
be said in favor of the view that the 
practice of medicine satisfies these con- 
ditions.‘ First of all, he maintains, it is 
only in a rare case that a communication 
by a patient to a physician originates in 
a confidence that it will not be disclosed. 
Most frequently, a patient seeks a chance 
to discuss his ailments with family, 
friends, neighbors, and even strangers.® 
Secondly, Wigmore believes that confi- 
dence is not essential for the achievement 
of the purposes of the relationship. He 
says that no patient ordinarily refrains 
from revealing his symptoms of distress 
to a physician for fear that they will be 
disclosed in court. The privilege is not 
necessary to induce persons to see a doc- 


*8 Wigmore, Evidence §2285 (3d ed. 1940). 

*See 8 Wigmore, Evidence §§2380-91 (3d ed. 
1940). ’ 

5 See Freedman, Medical Privilege, 32 Can. Bar 
Rev. 1 (1954). 
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tor. As one writer put it, the hospitals 
are as full and the doctors are as busy 
in those states which do not have the 
doctor-patient privilege as in those that 
do.” The fear, if any, which a patient 
may have is against disclosure of his con- 
dition among his friends and _ business 
associates, a fear which is generally 
allayed by the ethical requirement of the 
medical profession to preserve the con- 
fidence of their patients. This is not to 
say that the patient does not have legal 
protection against out-of-courtroom dis- 
closure of confidential matter. The obli- 
gation of the doctor to maintain secrecy 
outside the courtroom is more a matter of 
personal honor and professional ethics.’ 
He may be subjected to a tort suit for 
damages for defamation or for an inva- 
sion of the right of privacy. In France 
and Germany, the violation of a profes- 
sional secret on the part of a physician 
is a crime punishable by fine and im- 
prisonment.® Lastly, Wigmore says, the 
injury to the doctor-patient relationship 
by disclosure is not greater than the social 
benefit gained by the correct disposal of 
litigation. Even in cases involving abor- 
tion and venereal disease, Wigmore is of 
the opinion that the injury to the rela- 
tion by the doctor’s testimony is out- 
weighed by the benefit to society from 
his assistance in the administration of 
justice. 

In 1776, in Westminster Hall, Elizabeth, 
Duchess of Kingston, was on trial for 
bigamy. To prove the first marriage, a 
surgeon who had attended the defendant 
in his professional capacity was called to 
the stand. He was asked: “Do you know 
from the parties of any marriage between 

6 Ladd, A Modern Code of Evidence, 27 Iowa L. 
Rev. 214 (1942). 

7 See Freedman, Medical Privilege, 32 Can. Bar 
Rev. 1, 10 (1954); Comment, 52 Col. L. Rev. 383, 
397 (1952). 

“See Simonsen v. Swenson, 104 Neb. 224, 177 
N.W. 831 (1920); Challender, Doctor-Patient Re- 
lationship and the Right of Privacy, 11 U. Pitt. L. 
Rev. 624 (1950). 

® Art. 378, Code Penal; Art. 300, Strafgesetz- 
buch. 
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them?” The physician refused to disclose 
anything that would violate his profes- 
sional trust. The court said: “If a sur- 
geon was voluntarily to reveal these se- 
crets, to be sure he would be guilty of 
a breach of honour, and of great indis- 
cretion; but to give that information in 
a court of justice, which by the law of 
the land he is bound to do, will never be 
imputed to him as any indiscretion what- 
soever.” '’ English law has never aban- 
doned this statement of the legal obliga- 
tion of the physician to testify when he 
is called to the witness stand. English 
law has granted a privilege to the lawyer, 
and to the lawyer alone, and this is pri- 
marily done, not because the lawyer’s work 
is confidential, but because it is essential 
to the administration of justice.'! 

The medical privilege is an American 
statutory innovation originating in New 
York in 1828,'* and since that time it 
has been conferred by statute by some 
thirty of the United States and the Dis- 

10 Trial of Elizabeth, Duchess of Kingston, 20 
Howell’s State Tr. 355 (1776), discussed in Freed- 
man, Medical Privilege, 32 Can. Bar Rev. 1 (1954). 

11 See Freedman, Medical Privilege, 32 Can. Bar 
Rev. 1 (1954). Regarding the husband-wife rela- 
tionship: a spouse was deemed incompetent at 
common law to testify either for or against the 
other. See Shenton v. Tyler (1939) Ch. 620. The 
rule was based on the mythical family unity, and 
it_was not until the incompetency of a spouse to 
testify was removed that legislation was passed 
making confidential communications between hus- 
band and wife privileged. See La. R.S. 15:461; 8 
Wigmore, Evidence §§2332-41 (3d Ed. 1940); 
Brosman, Edward Livingston and Spousal Testi- 


mony in Louisiana, 11 Tulane L. Rev. 243 (1947); 
Note, 14 La. L. Rev. 427 (1954). 

Regarding the clergyman-penitent privilege: at 
common law a communication made by a penitent 
in the confessional is not privileged. The antipa- 
thy of the English courts to the Roman Catholic 
Church prevented its ever becoming a part of the 
common law. See Privileged Communications to 
Clergymen, 3 Catholic Law. 199 (1955); Note, 30 
Mich. L. Rev. 309 (1931). 

122 N. Y. Rev. Stat. 406 (1828), now N. Y. Civ. 
Prac. Act §352,354. By “statutory” is meant a 
law established by the legislature. 
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trict of Columbia."* Without a statute 
the courts will not recognize the existence 
of the privilege.'* The statutory medical 
privilege has been exercised in the court- 
room most often in actions on life insur- 
ance policies where misrepresentation of 
the deceased as to health are at issue, 
actions for bodily injuries where the 
plaintiff’s bodily condition is at issue, and 
testamentary actions in which the mental 
state and capacity of the testator are at 
issue.'® 

In recent years the number of statutory 
privileges for various and sundry profes- 
sional relationships has been mushroom- 
ing. In a number of states, journalists, 


13 Ariz. Code Ann. §§23-103, 44-2702 (1939); 
Ark, Stat. Ann. §28-607 (1947); Cal. Code Civ. 
Proc §1881 (1949); Colo. Stat. Ann. ec. 177, §9 
(1935) ; Idaho Code Ann. §9-203 (1949); Ind. Ann. 
Stat. §2-1714 (Burns 1933); Iowa Code Ann. 
$622.10 (1950); Kan. Gen. Stat. Ann. §60-2805 
(1949); La. R.S. 15:476; Mich. Comp. Laws- 
$617.62 (1948); Minn. Stat. Ann. $595.02 (West 
1946); Miss. Code Ann. §1697 (Supp. 1950); Mo. 
Rev. Stat. Ann. §1895 (1939); Mont. Rev. Code 
Ann. §93-701-4 (1947); Neb. Rev. State. §25-1206 
(1943); Nev. Comp. Laws Ann. §8974 (1929); 
N. M. Stat. Ann. §20-112 (1941); N. C. Gen. Stat. 
Ann. §8-53 (1943); N. D. Rev. Code §31-0106 
(1943); Ohio Code Ann. §11494 (1948); Okla. 
Stat. 12:385 (Cum. Supp. 1949); Ore. Comp. Laws 
Ann. §3-104 (1940); Pa. Stat. Ann. 28:328 (1930); 
S. D. Code §36.0101 (1939); Utah Code Ann. 
§104-24-8 (Supp. 1951); Va. Code §8-289.1 (1956) ; 
Wash. Rev. Stat. Ann. §1214 (1932); W. Va. Code 
Ann. §4992 (1949); Wis. Stat. §325.21 (1949); 
Wyo. Comp. Stat. §3-2602 (1945); and D. C. Code 
§14-308 (1940). 

The remaining seventeen states retain the view 
of the English and American common law that 
there is no legal privilege for medical secrets: 
Ala., Conn., Del., Fla., Ga., Ill., Ky., Me., Md., 
Mass., N. H., N. J., B..1., 8. C.. Tenn., Tex., and 
Ver. But see infra note 37. 

14 That is, at common law, and by common law 
is meant the law produced by courts in the process 
of deciding cases, in absence of applicable consti- 
tutional or statutory provision. See Dyer v. State, 
241 Ala. 679, 4 So. 2d 311 (1941) ; Zeiner v. Zeiner, 
120 Conn. 161, 179 Atl. 644 (1935); Florida Power 
& Light Co. v. Bridgeman, 133 Fla. 195, 182 So. 
911 (1938); see also R. v. Gibbons, 1 C. & P. 97, 
171 Eng. Rep. 1117 (1823); 8 Wigmore, Evidence 
$2280 (3d ed. 1940). 

15 Clark, Summary of American Law 582 
(1949) ; Note, 7 Miami L. Q. 580 (1953). 
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broadcasting and television newscasters, 
accountants,. social workers, detectives, 
“confidential” clerks, stenographers, and 
trust companies have succeeded in obtain- 
ing special legislation granting them a 
privilege.” The counseling profession be- 
lieves that a privilege should be estab- 
lished for secondary school and college 
counseling personnel. In_ states which 
have not enacted the physician - patient 
privilege, it has been urged that psychi- 
atry be treated as a separate field of 
medicine and that a privilege be granted 
for the psychotherapist-patient relation. 

It is obvious that if all groups desiring 
a privilege were granted it, there would 
not be much left as evidence in the trial 
of a case. The crucial question to be 
answered is whether the expected injury 
to the relation, through fear of later dis- 
closure in the courtroom, is ever greater 
than the expected benefit to justice in 
obtaining the evidence. To a few legal 
scholars, the exclusion from trial of pro- 
bative evidence is merely a secondary and 
incidental feature of the privileges’ vitali- 
ty, their social and moral significance and 
worth.'? To the majority, however, legal 
privileges for confidential communications 
are considered to be a mistake. 

Ever since 1879, the Louisiana Consti- 
tution has provided that the Legislature 
shall protect confidential communications 
made to practitioners of medicine, dentists 
and druggists by their patients and clients 
while under professional treatment and 


16 See 8 Wigmore, Evidence $2286 (3d ed. 1940). 

17 For a defense of the confidential communi- 
cation privileges generally, see Louisell, Confi- 
dentiality, Conformity and Confusion: Privileges 
in Federal Court Today, 31 Tulane L. Rev. 101 
(1956). For a defense of the medical privilege in 
particular, see: Arizona & New Mevxico Ry. v. 
Clark, 235 U. S. 669 (1915); Munzer v. Swedish 
American Line, 35 F. Supp. 493 (S.D. N.Y. 1940) ; 
Woernley v. Electromatic Typewriters Inc., 271 
N. Y. 228, 2 N.E. 2d 638 (1936); Williams v. State, 
65 Okla. 336, 86 P. 2d 1013 (1939). The medical 
privilege in England, where it is not recognized, 
is advocated by some lawyers. See, e.g., 23 Law 
Notes 104 (1919); 183 L. T. 337 (1987); 66 Sol. 
J. 104 (1922); 64 Sol. J. 612 (1920). 
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for the purpose of such treatment.'> The 
constitutional privilege, however, was not 
considered to be self-executing,'® and it 
was not until 1928, exactly a century 
after the New York enactment, that the 
Louisiana Legislature adopted a_ statute 
which provided that communications be- 
tween physician and patient are privi- 
leged.*” Since this provision is found in 
Louisiana in its Code of Criminal Pro- 
cedure, there is ground to doubt whether 
there is justification for the exercise of 
the privilege in civil litigation. It is sig- 
nificant to observe that the medical privi- 
lege in some states is applicable only in 
civil cases; whereas in Louisiana the priv- 
ilege is found in a code of procedure for 
criminal cases.*! The locus of the Louisi- 

1SLa. Const. of 1921, Art. 6, §12. Preceding 
constitutions: 1913, Art. 297; 1898, Art. 297, 1879, 
Art. 178. It declares: “The Legislature shall pro- 
vide for the interest of State Medicine in all its 
departments; for the protection of the people from 
unqualified practitioners of medicine, dentistry, 
veterinary medicine and pharmacy; for protecting 
confidential communications made to practitioners 
of medicine and dentistry and druggists by their 
patients and clients while under professional treat- 
ment and for the purpose of such treatment; for 
the protection of the people against the sale, 
barter, gift and use of injurious or adulterated 
drugs, foods and drinks and against any and all 
misbranding and adulteration of the general ne- 
cessaries of life of whatever kind or character.” 

19 See State v. Genna, 163 La. 701, 112 So. 655, 
cert. denied, 275 U. S. 522 (1927). The Louisiana 
Supreme Court said in this case: “The objection 
was intended to raise generally the question of 
privilege between physician and patient. But there 
is no law in this state on that subject, Const. 
1921, art. 6, §12, p. 26, not being self-operative.” 
163 La. 701, 715, 112 So. 655, 660. Cf. State v. 
Lyons, 113 La. 959, 37 So. 890 (1904); State v. 
McCoy, 109 La. 682, 33 So. 730 (1903). 

20 Art. 476, La. Code of Crim. Proc. of 1928 
(same: La. R.S. of 1950, 15:476). 

21 For the view that the privilege in Louisiana 
is applicable only to criminal cases, see Rhodes v. 
Metropolitan Life Ins. Co., 172 F. 2d 183 (5th Cir. 
1949), cert. denied, 337 U. S. 930 (1949); see also 
State v. Genna, 163 La. 701, 112 So. 655 (1927). 
For the view in some of the other states that the 
privilege is applicable only in civil cases, see, e.g., 
Commonwealth v. Sykes, 353 Pa. 392, 45 A. 2d 43, 
cert. denied, 328 U. S. 847 (1946); State v. Dean, 
69 Utah 268, 254 Pac. 142 (1927). See: Cal. Code 
(Continued) 
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ana privilege can be justified, when it 
works in the accused’s favor, by the fact 
that the criminal defendant is in law a 
favored party—he is presumed innocent 
and he need not offer any evidence. On 
one occasion, the federal court applying 
the law of Louisiana said in dicta :** 

“The only statute in Louisiana providing that 

ccmmunications by patients to their physicians are 
privileged is article 476 of the Louisiana Code of 
Criminal Law and Procedure . . . The only privi- 
lege embodied in the Civil Code of Louisiana, ap- 
plicable to civil actions, has to do with communi- 
cations from a client to his attorney. Article 2283. 
No privilege appears in that Code with respect 
to communications to physicians. It is not the 
function of courts, nor, indeed, is it in any way 
within the province of the judiciary, where local 
law is administered under two codes, a criminal 
and a civil, to transpose the provisions of the one 
to the other or to interchange the statutory prin- 
ciples they enunciate in the absence of express 
authority. We are inclined, therefore, to the view 
that the privilege in question is restricted to crimi- 
nal proceedings. However, should it transpire that 
we are mistaken in this view, it is clearly beyond 
“1 (Continued) 
Civ. Proc. §1881 (1949); Idaho Code Ann. §$9-203 
(1949); Mich. Comp. Laws §617.62 (1948); Ore. 
Comp. Laws §3-104 (1940); Pa. Stat. Ann. 28:328 
(1930); S. D. Code §36.0101 (1939); Utah Code 
Ann. §104-24-8 (Supp. 1951). In the remaining 
states, the privilege is applicable in both civil and 
criminal cases. 

Although some of the statutes creating the privi- 
lege are more explicit than others, it is believed 
that the privilege in all states is available in pro- 
ceedings before state legislative and administrative 
committees as well as in judicial proceedings. See 
Comment, 52 Col. L. Rev. 383, 388 (1952). 

22 In federal civil cases, Rule 43 of the Federal 
Rules of Civil Procedure requires the application 
of a three-pronged test of admissibility: federal 
statutes; state statutes, rules, or common laws; 
or federal equity practice. The statute or rule 
which favors the reception of the evidence governs. 
In criminal cases, Rule 26 of the Federal Criminal 
Rules requires the federal courts to apply federal 
statutes and a federal common law of evidence. 
See Louisell, Confidentiality, Conformity and Con- 
fusion: Privileges in Federal Court Today, 31 
Tulane L. Rev. 101 (1956); Joiner, Uniform Rules 
of Evidence for the Federal Courts, 20 F.R.D. 429 
(1957). Since there is no federal statute creating 
a physician-patient privilege, and since the privi- 
lege has no common law basis, it is doubtful 
whether such a privilege could be invoked in fed- 
eral criminal cases. See 52 Col. L. Rev. 383, 388 
(1952). 
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doubt that the privilege may not be exercised by 
the plaintiff in this case.” =" 

It is significant to note, however, that 
the general rules of evidence, which are 
applied in the various states in both 
civil and criminal cases, are for the most 
part found in Louisiana in the Code of 
Criminal Procedure, and yet they are 
applied in civil litigation, although some- 
what loosely, due to the absence of civil 
jury trials.** 

The Louisiana Code of Criminal Pro- 
cedure, in addition to the physician-patient 
confidential privilege, provides for attor- 
ney-client,*> clergyman-penitent,*° and hus- 

23 Rhodes v. Metropolitan Life Ins. Co., 172 F. 
2d 183 (5th Cir. 1949), cert denied, 337 U.S. 930 
(1949). 

~4 See Comment, 14 La. L. Rev. 568 (1954). The 
Louisiana Supreme Court in 1927, shortly before 
the adoption of the Code of Criminal Procedure 
containing the rules of evidence, said that the rules 
of evidence are the same in Louisiana in civil and 
criminal cases. State v. Wilson, 163 La. 29, 111° 
So. 484 (1927). Prior to the adoption of the Code 
in 1928, the Louisiana courts applied common law 
evidence rules in both civil and criminal actions. 
Quaecre as to the effect of the adoption of the 
Code of Criminal Procedure on civil evidence rules. 
The problem is discussed in Comment, 14 La. L. 
Rev. 568 (1954). 

It is significant to observe that New York, e.g., 
applies the medical privilege, which is found in 
its Civil Practice Act, to both civil and criminal 
cases. See In re Abortions in Kings County, 206 
Mise. 830, 135 N.Y.S. 2d 381 (1954). Accord: 
Colo., Ind., Kan., Mo., Mont., Neb., Ohio, and 
Wash. See Comment, 52 Col. L. Rev. 383, 387 
(1952). 

25 Art. 475, La. Code of Crim. Proc. of 1928 
(La. R.S. of 1950, 15:475). See generally: 8 Wig- 
more, Evidence §2290 (3d ed. 1940); Radin, Privi- 
lege of Confidential Communications between 
Lawyer and Client, 16 Calif. L. Rev. 487 (1928); 
Notes, 29 Tulane L. Rev. 785 (1955), 20 Tulane 
L. Rev. 602 (1946). 

26 Art. 477, La. Code of Crim. Proc. of 1928 (La. 
R.S. of 1950, 15:477). In addition to Louisiana, 
some thirty-one states have adopted the priest- 
penitent privilege, and it is included in the Uni- 
form Rules of Evidence. See Rule 29, Uniform 
Rules of Evidence; 8 Wigmore, Evidence §§2394- 
96 (3d ed. 1940). Adoption by statute of this 
privilege has caused no significant change, since 
as a practical matter, the privilege in the interest 
of religion existed sub silencio. It is rare when an 
attorney in the United States puts a priest to a 
claim of privilege. 
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band-wife ** privileges. The Louisiana Civ- 
il Code, on the other hand, provides a 
privilege only for the attorney-client re- 
lationship.** In addition, the Louisiana 
Legislature, contrary to a recommenda- 
tion of the American Bar Association,~” 
has granted a privilege shielding commu- 
nications between public accountants and 
their clients.“ Wigmore was of the opin- 
ion that only the attorney-client, priest- 
.penitent, and husband-wife relationships 
satisfy his four criteria to justify legisla- 
tion for the protection of their confiden- 
tial communications. In his argument 
against the physician-patient privilege, 
Wigmore did not discuss the psychothera- 
pist-patient relation. However, as one law 
review writer has suggested, if one were 
to apply his tests to the psychotherapist- 
patient relationship, an affirmative an- 
swer can be reached to all four questions.*! 
To quote: 

“Since the very essence of psychotherapy is con- 
fidential personal revelations about matters which 
the patient is normally reluctant to discuss, any 
communications to a psychotherapist during the 
course of a consultation are (1) essentially of a 
confidential and secret nature; (2) less likely and 
far more difficult to obtain if the ‘patient knows 
that they may be revealed during the course of 
some future law suit; (3) the outgrowth of a re- 
lationship which should be fostered; and (4) the 
type of information which if revealed would pro- 
duce far fewer benefits to justice than the conse- 
quent injury to the entire field of psychother- 
apy.” 3+ 

Guttmacher and Weihofen in their work 
Psychiatry and the Law submit that the 
possible injustice that might be done by 
the suppression of evidence in individual 

“7 Art. 461, La. Code of Crim. Proc. of 1928 
(La. R.S. of 1950, 15:461). See Note, 14 La. L. 
Rev. 427 (1954). 

“8Art. 2283, La. Civil Code of 1870. 

“9 The American Bar Association also disap- 
proved of a privilege for social service workers 
and journalists. See Notes, 14 Albany L. Rev. 16 
(1950), 45 Yale L. Rev. 357 (1935). 

39 La. R.S. of 1950, 37:85. Although this privi- 
lege does not appear in the Code of Criminal Pro- 
cedure, it is probably applicable to criminal as well 
as civil actions. See Note, 32 Texas L. Rev. 453 
(1954). 

31 Note, 47 N.W. U. L. Rev. 384 (1952). 
32 Note, 47 N.W. U. L. Rev. 384, 387 (1952). 
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cases is outweighed by the importance of 
assuring patients that the confidentiality 
of their relations with their psychiatrist 
is absolute, and not subject to violation 
even on court summons.** 

A great deal of time is required before 
a therapist is able to obtain the necessary 
confidence of his patient, and if there 
were any suspicion of revelation in the 
courtroom or anywhere else, the psy- 
chiatrist would not have the benefit of the 
statements either for diagnosis and treat- 
ment of his patient or for use in court. 
Frequently, a patient will make state- 
ments to his psychiatrist which he would 
not even make to the closest and 
dearest members of the family.** It is 
true that the general practitioner of medi- 
cine uses the methods of the psychothera- 
pist in discussing with the patient his 
personal problems, but this is most often 
irrelevant to treatment, whereas in psy- 
chotherapy almost all information is per- 
tinent to treatment. Moreover a privilege 
for the psychotherapist - patient relation- 
ship is at least as justified (depending 
upon one’s religious views) as the priest- 
penitent privilege.” 

In a 1952 case in Illinois, where there 


33 Guttmacher and Weihofen, Psychiatry and 
the Law 273 (1952). “ .. . whatever criticism 
may be levelled against the privilege as applied 
to ordinary doctor-patient relationships, there is 
good reason for keeping it in cases of mental ther- 
apy, because of the highly confidential nature of 
the relationship that must be established before 
the therapist can diagnose the disorder and help 
the patient.” Diamond and Weihofen, Privileged 
Communication and the Clinical Psychologist, 9 
J. of Clinical Psychology 388 (Oct. 1953). 

34 Where the patient confesses infidelities, it is 
quite likely that the patient has litigation in mind, 
and consequently he would not speak freely if he 
suspected that the psychiatrist could be compelled 
to testify. “Sex laws in most all states irrationally 
penalize practically all sex activity, other than the 
most conventional heterosexual act. Hence, al- 
most any clinical record containing details of 
sexual material could conceivably be the start of 
criminal action against the client.” Diamond and 
Weihofen, Privileged Communication and the Clini- 
cal Psychologist, 9 J. of Clinical Psychology 388, 
389 (Oct. 1953). 


35 See Note, 47 N.W. U. L. Rev. 384 (1952). 
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is no medical statute, Mr. X sued Mr. Y 
for alienating his wife’s affections. Mr. 
X sought to question his wife’s psychia- 
trist concerning information she had re- 
vealed during psychiatric consultations. 
The psychiatrist refused to testify on the 
ground that any communications to him 
in the course of psychotherapy were con- 
fidential and could not be divulged with- 
out the patient’s consent. The Illinois trial 
court upheld the claim of privilege, even 
in the absence of a medical statute, and 
excused the psychiatrist from testifying. 
The case was not appealed.*® Some three 
of the seventeen states which do not have 
the orthodox physician-patient privilege 
have recently passed legislation providing 
that “the confidential relations and com- 
munications between licensed applied psy- 
chologist and client are placed upon the 
same basis as those provided by law be- 
tween attorney and client.’’? 

The physician-patient privilege, and the 
other privileges as well (except possibly 
attorney-client), have come in for a great 
deal of criticism by prominent legal schol- 
ars,** and as a result, there has been a 
general tendency in the various states to 
delimit their statutory privileges, partic- 





*6 Binder v. Ruvell, Civil Docket 52C2535, Cir- 
cuit Court of Cook County, Illinois, June 24, 1952, 
Judge Harry Fisher presiding. The case is noted 
in 47 N.W. U. L. Rev. 384 (1952). See also Gutt- 
macher and Weihofen, Psychiatry and the Law 
269 (1952). 

37 Ga. Code Ann. 84-3118 (1951); Ky. Rev. Stat. 
319.110 (1948) (certified clinical psychologist) ; 
Tenn. Code Ann. 63-1117 (1953) (licensed psy- 
chologist or psychological examiner). See supra 
note 13. 

38 See for example: Callahan and Ferguson, 
Evidence and the New Federal Rules of Civil 
Procedure, 47 Yale L. J. 194, 207 (1937); Chafee, 
Privileged Communications: Is Justice Served or 
Obstructed by Closing the Doctor’s Mouth on the 
Witness Stand?, 52 Yale L. J. 607 (1943); Curd, 
Privileged Communications between the Doctor 
and his Patient—An Anomaly of the Law, 44 W. 
Va. L. Q. 165 (1937); Lipscomb, Privileged Com- 
munications Statute—Sword and Shield, 16 Miss. 
L. J. 181 (1944); Morgan, Suggested Remedy for 
Obstructions to Expert Testimony by Rules of 
Evidence, 10 U. of Chi. L. Rev. 285 (1944); Pur- 
rington, An Abused Privilege, 6 Col. L. Rev. 388 
(1906). 
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ularly the medical privilege, either by 
judicial or legislative action. As one court 
put it, there has been 
“considerable criticism of physician-patient privi- 
lege statutes in recent years, on the ground that 
such statutes [have] but little justification for 
their existence and that they [are] often prejudi- 
cial to the cause of justice by the suppression of 
useful truth, ‘the disclosure of which ordinarily 
[can] harm no one’.” 39 

The writer is unaware of any trial or 
appellate case in Louisiana in which the 
exercise of the medical privilege has met 
with success. In apparently all of the re- 
ported cases of the Courts of Appeal *’ 
and the Supreme Court of Louisiana,*! 
the court ruled that the privilege was 
not applicable, for one generally recog- 
nized reason or another, and that the 
testimony of the physician was necessary. 
This puts the writer in a position like 
that of the professor of history who was 





39 Boyles v. Cora, 232 Iowa 822, 6 N.W. 2d 401,. 
414 (1942), quoted in Van Wie v. United States, 
77 F. Supp. 22 (N.D. Iowa 1948). 

40 See generally: Walker v. Monroe, 62 So. 2d 
676 (La. App. 1953); May v. Cooperative Cab Co., 
52 So. 2d 74 (La. App. 1951); Morgan v. American 
Bitumuls Co., 39 So. 2d 139 (La. App. 1949), aff'd, 
217 La. 968, 47 So. 2d 739 (1950); Cade v. Tafaro, 
34 So. 2d 72 (La. App. 1948); Thomas v. Maryland 
Cas. Co., 32 So. 2d 472 (La. App. 1947); Law v. 
Kansas City Bridge Co., 199 So. 155 (La. App. 
1941); Gunter v. Alexandria Coca-Cola Bottling 
Co., 197 So. 159 (La. App. 1940); Hines v. Hein- 
kamp, 194 So. 731 (La. App. 1940); Comfort v. 
Cloverland Dairy Products Co., 194 So. 43 (La. 
App. 1940); Shepard v. Whitney Nat'l Bank of 
New Orleans, 177 So. 825 (La. App. 1938). 

41 See State v. Genna, 163 La. 701, 112 So. 655 
(1927), cert. denied, 275 U. S. 522 (1927); State 
v. Lyons, 113 La. 959, 37 So. 890 (1904); State v. 
McCoy, 109 La. 682, 33 So. 730 (1903). It might 
be noted that these cases arose prior to the enact- 
ment of Article 476 of the Code of Criminal Pro- 
cedure of 1928. The court in the Lyons and McCoy 
cases considered the physician-patient privilege, 
probably relying upon the constitutional provision 
concerning medical communications although it 
was not mentioned, but neither case upheld the 
privilege. It was in the Genna case in 1927 that 
the Louisiana Supreme Court ruled that the con- 
stitutional provision is not self-executing, and 
that the legislature must adopt the provision in 
order for it to be operative. See Comment, 31 
Tulane L. Rev. 192 (1956). See also Rhodes v. 
Metropolitan Life Ins. Co., 172 F. 2d 183 (5th Cir. 
1949), cert. denied, 337 U.S. 930 (1949). 
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invited to give a lecture on the private 
life of Catherine of Russia. He started 
his lecture thus: “Gentlemen, I am to 
lecture on the private life of Catherine of 
Russia; gentlemen, Catherine of Russia 
had no private life.” 4? In a similar vein, 
we might say, there is no physician-patient 
privilege in Louisiana. The same can al- 
most be said for the law of the other 
states. 

It is to the task of enumerating the 
legislative and jurisprudential restrictions 
on the physician-patient privilege that we 
now address ourselves. In each state the 
relevant statute and the judicial decisions 
interpreting it must be consulted. Gener- 
alizations in this area of the law are par- 
ticularly dangerous. The decisions in the 
several states interpreting their medical 
statute are sometimes contradictory. 

Article 476 of the Louisiana Code of 
Criminal Procedure of 1928 provides: 

“No physician is permitted, whether during or 
after the termination of his employment as such, 
unless with his patient’s express consent, to dis- 
close any communication made to him as such 
physician by or on behalf of his patient, or the re- 
sult of any investigation made into the patient’s 
physical or mental condition, or any opinion based 
upon such investigation, or any information that 
he may have gotten by reason of his being such 
physician; provided, that the provisions of this 
article shall not apply to any physician, who, under 
the appointment of the court, and not by a selec- 
tion of the patient, has made investigation into the 
patient’s physical or mental condition; provided, 
further, that any physician may be cross-examined 
upon the correctness of any certificate issued by 
him.” 43 
As already stated, there is no counter- 
part in the Louisiana Civil Code of Prac- 
tice for the physician-patient privilege.** 

The Louisiana Constitution states that 
the Legislature shall protect confidential 





12 Warren, ed., Federal Administrative Proced- 
ure Act and the Administrative Agencies 142 
(1947). 

43 Same: La. R.S. of 1950, 15:476. Louisiana 
law also provides that a physician may claim ex- 
emption from jury service, Art. 174, Code of Crim. 
Proc. (La. R.S. of 1950, 15:174), and La. R.S. of 
1950, 13:3042; and he is not required to attend 
court as a witness if the life of a patient is there- 
by endangered, La. R.S. of 1950, 13:3667. 


44 See supra note 21. 
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communications made to practitioners of 
medicine and dentistry and druggists.*° 
However, the statute in the Louisiana 
Code of Criminal Procedure, putting the 
constitutional provision into operation, 
provides merely for “physicians”. The 
majority of statutes of the various states 
also refer simply to “physicians”. The 
Model Code of Evidence of the American 
Law Institute recommends that a “physi- 
cian” be defined as a person authorized 
by the state licensure act (or reasonably 
believed by a patient to be authorized) to 
practice medicine, but no cases have been 
found which expressly accept this defini- 
tion as controlling. As a rule, the courts 
construe the term “physician” to exclude 
chiropractors, veterinarians, pharmacists, 
psychologists, dentists, Christian Science 
practitioners, and medical students from 
the privileged class. Let us take an 
example. In a case in Iowa, where the 
statute provides for practicing physicians 
and surgeons, the owner of a race horse 
sued Western Union for delay in trans- 
mitting a telegram: “Bravo is sick; come 
at once.” At last the veterinarian arrived, 
but Bravo died. The attorney for Western 
Union asked the doctor at the trial what 
the owner said to him about Bravo’s symp- 
toms. The owner claimed that the medical 
statute protected professional communica- 
tions from disclosure, but the court held 
that veterinary surgeons were not covered 
by the privilege.*® 





4 See supra note 18. 


48 Hendershott v. Western Union Telegram Co., 
106 Iowa 529, 76 N.W. 828 (1898), noted in Chafee, 
Privileged Communications: Is Justice Served or 
Obstructed by Closing the Doctor’s Mouth on the 
Witness Stand?, 52 Yale L.J. 607, 611 n. 16 (1943). 


In jurisdictions whose statutes grant the privi- 
lege to “physicians” without qualifying the word, 
there is little doubt that psychiatrists are included 
within the meaning of the statute. See San Fran- 
cisco v. Superior Court, 37 Cal. 2d 227, 231 P. 2d 
26 (1951); cf. In re Flint,, 100 Cal. 391, 34 Pac. 
863 (1893). According to the medical profession, 
the term “physician” is applicable to holders of 
physicians’ licenses. See Comment, 52 Col. L. Rev. 
383, 393 (1952). 

“Where the privilege exists, it generally applies 
(Continued) 
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Even nurses and other attendants to 
the “orthodox” physician are not protected 
in many states.** It goes without saying 
46 (Continued) 
to all licensed physicians and surgeons, and thus 
includes psychiatrists. Conversely, it excludes any- 
one who is not licensed to practice as a physician 
or surgeon. Thus clinical psychologists, psychiatric 
social workers, lay analysts and others who may 
practice psychotherapy should be aware that no 
privilege exists for confidential communications of 
their clients. As desirable as it may seem to be 
that confidence of a client in the intimate psy- 
chotherapeutic situation be protected against legal 
invasion, no such protection exists for non-medical 
therapists. The psychologist or analyst may be 
compelled to testify in court and his clinical rec- 
ords may be subpoenaed. Clearly, the attitude of 
the law jeopardizes the most essential element of 
the psychotherapeutic situation. Few patients, in- 
deed, could be induced to talk freely of the intimate 
details of their lives if they had reason to believe 
that their confidence would be violated. If the 
position is correct that psychotherapy calls for 
such assured confidentiality that the privilege 
should be recognized in such cases, the question 
arises whether it should exist only as to psychi- 
atrists, or whether it should be extended to non- 
medical therapists. If the law of a given state 
recognizes that psychologists, lay analysts and 
similar workers perform a useful and legitimate 
function by legalizing their practice, it would seem 
that it should extend to them the ‘privileged com- 
munication’ rule. They should not be hamstrung 
by the possibility that what is said in the confi- 
dence of the consulting room may be revealed on 
subpoena in the court room. Most of the existing 
statutes were adopted at a time when it did not 
occur to legal draftsmen that one could practice 
the healing arts without drugs or surgery, and 
certainly before modern psychotherapy was born. 
Perhaps the statutes should be rewritten, to extend 
the privilege to all practitioners generally accepted 
as competent to treat mental or emotional dis- 
orders and to the assistants of such practitioners. 
Whether it should apply to practitioners treating 
physical disorders, or should be abrogated as to 
them, is . . . a controversial question.” Diamond 
and Weihofen, Privileged Communication and the 
Clinical Psychologist, 9 J. of Clinical Psychology 
388 (Oct. 1953). 

47 Nurses: See First Trust Co. of St. Paul v. 
Kansas City Life Ins. Co., 79 F. 2d 48 (8th Cir. 
1935) ; Southwest Metals Co. v. Gomez, 4 F. 2d 215 
(9th Cir. 1925); Leusink v. O’Donnell, 255 Wis. 
627, 39 N.W. 675 (1949). But see: “It is true the 
authorities on the question appear to be divided. 
A number of courts hold that the statutory privi- 
lege does not exclude the testimony of a nurse 
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that nurses and other attendants who 
gather and record information while act- 
ing for and in conjunction with a physi- 
cian should come within the privileged 
class. The purpose and policy of the 
medical statute is thwarted by the court 
when it requires evidence from such a 
class of witnesses.** The courts fail to 
attending the physician. Other courts have per- 
mitted such testimony where it appears the infor- 
mation sought to be elicited was acquired from 
sources separate and distinct from action in con- 
cert with a physician against whom the claim of 
privilege is made. On the other hand, some juris- 
dictions take the view that the privilege extends 
by implication to nurses or attendants who are 
employees or acting under the direction of the 
physician examining or treating the patient. In 
our opinion, the latter view to a greater ex- 
tent carries out the intent and purport of the 
statute creating the privilege.” Ostrowski v. Mock- 
ridge, 242 Minn. 265, 65 N.W. 2d 185, 190-191 
(1954). Cf. Ault v. Hall, 119 Ohio St. 422, 164 
N.E. 518 (1958) (doctor responsible in tort for 
negligence of nurses under his control). The- 
statutes of a few states specifically include nurses, 
as, e.g., Arkansas, Iowa, New Mexico, and New 
York. See 8 Wigmore, Evidence § 2380 n. 5 (3d 
ed. 1940). Other attendants: See Prudential Life 
Ins. Co. of America v. Koslowski, 226 Wis. 641, 
276 N.W. 300 (1937). 

48 See Note, 19 Iowa L. Rev. 104 (1933). As 
Chief Justice Hughes of the United States Supreme 
Court once said, “A statute finally means what 
the Court says it means.” Quoted by Judge Frank 
in Guiseppi v. Walling, 144 F. 2d 608 (2d Cir. 
1944). “Laws neither execute nor interpret them- 
selves.” Ibid. The process of supplementing stat- 
utes is called “interpretation” or “filling in the 
gaps”, but what is theoretically only interpreta- 
tion of a statute is most often in reality judge- 
made law. See Slovenko, Natural and Positive Law 
as viewed from General Value Theory, 10 J. Legal 
Ed. 46, 54 (1957). This is not to say that the 
courts alone have restricted the scope of the medi- 
cal privilege. Restrictions have also been placed by 
legislatures. The statutes of some states, for ex- 
ample, do not protect communications involving 
abortion, venereal disease or narcotics, or the re- 
porting of suspicious death, or of gunshot or knife 
wounds. See Article 476 of the Louisiana Code of 
Criminal Procedure, cited supra note 43, and see 
also infra notes 49, 64, 72, 79, 83; Busch, Law and 
Tactics in Jury Trials § 431 (1949). 

For general discussions on chiropractors, drug- 
gists, dentists, nurses, orthopedists and veteri- 
narians, see: Notes, 23 Geo. L. J. 297 (1935), 19 
Ill. L. Rev. 360 (1930), 19 Iowa L. Rev. 104 (1933), 

(Continued) 
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show ordinary deference to the medical 
statute, not: because of any animosity be- 
tween the professions of law and medicine, 
‘but because the privilege excludes evidence 
which often is essential for the fair ad- 
ministration of justice. 

The medical privilege is also limited in 
scope by the meaning which is given to 
the term “patient”. A person is a “pa- 
tient” within the meaning of the statute 
.if he consults the physician for the pur- 
pose of seeking preventive, curative or 
alleviative treatment. A person who is 
examined, with or without his consent, by 
a physician at the request of police offi- 
cers or the court, does not come within 
the privilege class. The Louisiana Legis- 
lature declared in Article 476 that 
“the provisions of this article shall not apply to 
any ph sician, who, under the appointment of the 
ccurt, end rot by a selection of the patient, has 
made investigation into the patient’s physical or 
mental condition.” 49 
Apparently, in Louisiana, the patient him- 
self, or his family on his behalf, must 
All of 


employ and pay the physician.*” 
the states hold that the privilege only 


covers information which comes to the 
physician in the course of his professional 


'S (Continued) 

13 Iowa L. Rev. 118 (1927), 13 St. Louis L. Rev. 
91 (1928), 59 W. Va. L. Rev. 99 (1956). 

The rule may also be noted here that the privi- 
lege of professional communications is destroved 
when made in the presence of third persons since 
it was not made in confidence. The rule is quali- 
fied for the attorney-client privilege when the third 
party is an emplovee of either the attornev or 
client. See Comment, 36 Mich. L. Rev. 641 (1938). 

49 See State v. McCoy, 109 La. 682, 33 So. 730 
(1908) (examination ordered by court). See also 
State v. Cram, 176 Ore. 577, 160 P. 2d 283 (1945) 
(physician - patient privilege and the privilege 
again self-incrimination inapplicable to compulsory 
blood tests); Ladd and Gibson, The Medico-Legal 
Aspects of the Blood Test to Determine Intoxica- 
tion, 24 Iowa L. Rev. 190, 251-262 (1939). 

50 See Morgan v. American Bitumuls Co., 39 So. 
2d 139 (La. App. 1949). 

51 The general rule apparently is that it is not 
necessarv that the patient himself call the phvsi- 
cian, or that he pay or expect to pav a fee, provided 
that the phvsician visits him in his professional 
capacitv. Information obtained in merely social 
contacts with the patient is not privileged. Clark, 
Summary of American Law 582 (1949). 
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relation and not what he learns socially,”' 
and they also hold that the privlege does 
not apply when the physician makes the 
examination at the request of the other 
party to the lawsuit.°* Some states hold 
that a doctor who attends a person during 
his lifetime cannot be compelled to relate 
information obtained by autopsy.®* Other 
states, however, rule that the privilege 
ends upon death of the patient, and any 
physician can be called upon to testify 
concerning the autopsy.** Apparently, a 
deceased body is not considered to be a 
patient. It is an interesting and debatable 
question whether the privilege covers in- 
formation obtained by a physician while 
attending an unconscious person in an 
attempt to bring him back to conscious- 
ness, or to restore him to life. 

Statements to a physician which lack 
pertinency to treatment are not privileged. 
The statement must be “necessary” to dis- 
charge the doctor’s function in the usual 
course of practice.*® Thus, in one Louisi- 
ana case,’ the patient sued for damages 
for injuries allegedly resulting from a de- 
fective stairway. His statement to the 
interne that he received his injuries as a 
result of a fall from a curbing is not 
covered by the privilege as it is irrelevant 
to treatment. Statements as to the cause 
of the injury or ailment may or may not 
be within the privilege, depending upon 
whether or not the communication is 

52 See Nesbit v. People, 19 Colo. 441, 36 Pac. 221 
(1894). But see Munz v. R. Co., 25 Utah 220, 70 
Pac. 852 (1902) where a doctor sent by the de- 
fendant streetcar company to examine the injured 
party was not permitted to testify. 

53 See Rule 222, A.L.I. Model Code of Evidence 
(1942); cases in 58 A.L.R. 1127, 1134 (1929). 

54 See Cross v. Equitable Life Assurance Society, 
228 Iowa 800, 293 N.W. 464 (1940). 

55 See conflicting opinions in Palmer v. Order of 
United Commercial Travelers, 187 Minn. 272, 245 
N.W. 146 (1932). See Morgan, Basic Problems of 
Evidence 111 (1954). 

56 See Van Wie v. United States, 77 F. Supp. 22 
(N.D. Iowa 1948); Williams v. Alexander, 309 
N.Y. 283, 128 N.E. 2d 417 (1955), noted in 31 
Notre Dame Law. 502 (1956). 

57 Shepard v. Whitney Nat’l Bank, 177 So. 825 
(La. App. 1938). 
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necessary or helpful to the physician in 
diagnosis or treatment. It is appropriate 
for a general practitioner to know that 
his patient stepped on a rusty nail, but 
not whether someone intentionally placed 
it in his pathway. This is the way one 
court expressed it: 

“Statements of an injured person to his physi- 
cian as to matters connected with the occasion out 
of which the injuries arose and observations by a 
physician of the patient and of the facts surround- 
ing the injury would seem to stand or fall as 
privileged communications on their possible rele- 
vancy to treatment or on their relevancy as rea- 
sonably believed by either the physician or patient 
or both of them . .. While it is realized that it 
is common and natural human behavior for one 
in recounting a series of events which gave rise 
to an injury of a certain nature to include much 
data irrelevant to the ascertainment of the correct 
type of treatment to be administered, and while 
it is perhaps desirable that much latitude be al- 
lowed these statements as privileged communica- 
tions to encourage disclosure of all facts necessary 
for treatment, an extension of the privilege to 
circumstances related by the patient which could 
have no possible bearing on the treatment of the 
injury or other professional service is beyond the 
plain language of the statute and the most liberal 
construction of it.’ 58 
This rule might put the patient on his 
guard and defeat the statutory policy of 
encouraging free disclosure of informa- 
tion which may be helpful in treatment. 
The patient is often unaware whether a 
given fact is necessary to his treatment. 

The privilege is inapplicable in all states 
if a person seeks the services of a physi- 
cian in order to commit a crime (e.g., 
abortion) or to escape detection or appre- 
hension after the commission of a crime.*® 
In fact, a physician who helps a known 
criminal to escape by professional treat- 
ment would himself be guilty of crime 
(accessory after the fact). The late Pro- 
fessor Chafee of the Harvard Law School 
discusses a famous case: 

“While Dillinger, the former Public Enemy No. 
1, was fleeing from prison, he went to Dr. May 
to be treated for gunshot wounds incurred during 
his escape. Was Dr. May ethically bound as a 
physician to preserve secrecy or was he under a 

58 Van Wie v. 
(N.D. Iowa 1948). 

59 See Morgan, Basic Problems of Evidence 111 
(1954). 


United States, 77 F. Supp. 22 
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duty as a citizen to notify the police? In fact he 
neglected to inform the police of his ministrations 
and was consequently imprisoned two years for 
harboring a fugitive wanted under a federal war- 
rant.” 60 

Some time ago the American Psycho- 
analytic Association and the American 
Psychiatric Association protested an ar- 
ticle written by FBI Director J. Edgar 
Hoover in the Journal of the American 
Medical Association in which he urged 
physicians to report to the Bureau any 
facts relating to espionage, sabotage, or 
subversive activity which come to their 
attention. Probably Mr. Hoover would 
also urge an attorney, priest or spouse to 
make a similar report. The medical asso- 
ciations maintained that knowledge by 
patients that psychiatrists were informers 
would do far more harm by its adverse 
effect on treatment than any good it 
could possibly do the government. 

Louisiana law makes it a criminal of- 
fense for any individual who knows of 
treasonous activities and fails to notify 
the proper authorities, but there is no 
such duty in Louisiana with regard to 
other offenses.** In addition, in Louisiana, 
a physician is required to report suspici- 
ous death to proper authorities.“ More- 


60 Chafee, Privileged Communications: 
tice Served or Obstructed by Closing the Doctor’s 
Mouth on the Witness Stand?, 52 Yale L. J. 607, 
615n.39 (1943). 

61 See Hoover, Let’s Keep America Healthy, 144 


Is Jus- 


J.A.M.A. 1094, 1095 (1950); Guttmacher and 
Weihofen, Psvchiatry and the Law 275 (1952); 
Comment, 52 Col. L. Rev. 383 1952). 

62 See La. R.S. of 1950, 14:25, 115. 

63 Article 39 of the Louisiana Code of Criminal 
Procedure (La. R.S. of 1950, 15:39) provides that 
it is the duty of a physician who has first know- 
ledge of the death of any person who shall have 
died suddenly, accidentally, violently, or as a re- 
sult of any suspicious circumstances, or without 
medical attendance within thirty-six hours prior 
to death, or any case of death due to abortion, to 
immediately notify the coroner and the district 
attorney of the death. The article also provides 
that clothing or other evidence is not to be de- 
stroyed and the body is not to be removed without 
the permission of both the coroner and the district 
attorney. . 

Many states require the reporting of gun or 
knife wounds. See, e.g., Ariz. Code Ann. §43-2208 
(1939); Cal. Gen. Laws §3431(1) (1943). 
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over, under the Uniform Narcotic Drug 
Act, which. Louisiana and about half the 
states have adopted,"' a physician can be 
‘compelled to testify in the courtroom con- 
cerning communications made “in an ef- 
fort unlawfully to procure a narcotic drug, 
or unlawfully to procure the administra- 
tion of any such drug.” This limitation 
to the medical privilege is designed for 
the prevention of crime and for the pro- 
_tection of the public health. The value 
of disclosure is said to override the duty 
to respect a patient’s confidence. 


Article 478 of the Code of Criminal 
Procedure provides that the right to ex- 
clude the testimony is purely personal, 
and can be set up only by the person in 
whose favor the right exists. If the right 
is waived, declares Article 478, the physi- 
cian may be examined and cross-examined 
to the same extent as any other witness. 
This is to say, the privilege belongs to the 
patient, and not to the physician, and 
can be claimed only by the patient. If 
the patient consents to the disclosure, the 
doctor cannot insist on remaining silent. 
Moreover, as a result of this legislation, 
it has been urged that the physician may 
be required to testify whenever the patient 
is not a party to the suit.“ It is debatable 
whether the requirement in Article 478, 
that the privilege can be set up only by 
the person in whose favor it exists, means 
that the patient must be a party plaintiff 
or defendant in the case, or whether it is 
sufficient that he is present at the trial 

“4 See Chafee, Privileged Communications: Is 
Justice Served or Obstructed by Closing the Doc- 
tor’s Mouth on the Witness Stand?, 52 Yale L. J. 
607, 608n.5 (1943) ; Morgan, Basic Problems of Evi- 
dence 109 (1954). 

65 La. R.S. of 1950, 40:978(B). See Uniform 
Narcotic Drug Act, §17; see also Anslinger, The 
Physician and the Federal Narcotic Law, 20 Tulane 
L. Rev. 309 (1946). 

66 See Comment, 31 Tulane L. Rev. 192 (1956). 
“Under article 478 of the Louisiana Code of Crimi- 
nal Law and Procedure, the privilege of excluding 
a physician’s testimony is a purely personal right: 
It can be set up only by a person in whose favor the 
right exists.” Rhodes v. Metropolitan Life Ins. Co., 
172 F. 2d 183 (5th Cir. 1949). 
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simply as a witness. At any rate, the 
article clearly states that the patient must 
claim the privilege, and to do this he must 
at least be present at the trial. It follows 
from this rule that death terminates the 
privilege."* Thus, for example, an insur- 
ance beneficiary is not able to invoke the 
privilege of the insured, and an heir or 
legatee to a will is not able to claim the 
privilege of the testator. Other jurisdic- 
tions apparently allow the privilege to be 
claimed on behalf of a patient when he 
is out of court, and some allow the claim 
even after the patient’s death.® In the 
Illinois alienation-of-affections case,’ the 
wife was not a party plaintiff or defend- 
ant in the suit, yet the trial court allowed 
her psychiatrist when called to the stand 
to invoke the privilege in her behalf. Such 
a rule guarantees to a patient that his 
communication will be protected from 
disclosure irrespective of whether he is 
in court as a party litigant or witness or 
whether he is out of court. 

Perhaps the most important limitation 
on the medical privilege is the rule that 
it is waived (perhaps to the patient’s en- 
tire medical history) when physical or 
mental health is put in issue by the pa- 


67 The court in Rhodes v. Metropolitan Life Ins. 
Co., 172 F. 2d 183 (5th Cir. 1949), held that the 
personal representative of the deceased cannot 
invoke the privilege for the deceased. See also 
Note, 2 Syr. L. Rev. 370 (1951). 

68 For the attorney-client privilege, Rule 105(e) 
of the A.L.I. Model Code provides that, if the client 
is neither party nor witness, the judge in his dis- 
cretion may of his own motion exclude evidence 
which would violate the privilege if it has not been 
waived or otherwise terminated. No authority has 
been found for or against this provision. See Mor- 
gan, Basic Problems of Evidence 106 (1954). 

69 See Bassil v. Ford Motor Co., 278 Mich 173, 
270 N.W. 258 (1936); David v. Supreme Lodge, 
165 N.Y. 159, 58 N.E. 891 (1900); O’Brien v. Gen- 
eral Ace. Fid. & Life Assur. Corp., 42 F. 2d 48 
(8th Cir. 1930). “The privilege does not end with 
the relationship or with the life of either the phy- 
sician or the patient. It may be claimed by the 
representative of a deceased patient.” Morgan, 
Basic Problems of Evidence 113 (1954). 

70 See supra note 36. 
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tient. As Professor Chafee put it, he 
cannot make the statute both a sword and 
a shield. The confidence of the medical 
consultation is considered to be no longer 
necessary, because, in bringing suit, the 
patient makes his health a matter of pub- 
lic record. It is believed that a good faith 
claimant suing for personal injuries would 
not object to the testimony of the phy- 
sician who examined or treated him, but 
rather would want him to testify. This 
view is exemplified in some states by leg- 
islation that suit for personal injuries 
waives the medical privilege.“ The tra- 
dition in ordinary lawsuits is that a party 
who fails to bring in available informa- 
tion needed for an enlightened decision 
deserves to lose the case. In Louisiana, 
the Courts of Appeal (apparently assum- 
ing the applicability of the medical statute 
in civil cases) have stated that the exer- 
cise of the privilege raises a presumption 
that the testimony excluded would have 
been adverse to the party’s claim.** The 





71 See Chafee, Privileged Communications: Is 
Justice Served or Obstructed by Closing the Doc- 
tor’s Mouth on the Witness Stand?, 52 Yale LJ. 
607, 610 (1943); Morgan, Basic Problems of Evi- 
dence 113-114 (1954); Notes, 51 Harv. L. Rev. 931 
(1938) ; 31 Yale L. J. 529 (1922). 

72 See Cal. Code Proc. §1881.4 (1941); Mich. 
Comp. Laws $617.62 (1948). The California legis- 
lation provides that bringing suit for personal in- 
juries or for wrongful death waives the privilege 
as to any physician who has prescribed for or 
treated the plaintiff or who attended the deceased. 
See Guttmacher and Weihofen, Psychiatry and the 
Law 282 (1952); Comment, 52 Col. L. Rev. 383, 
387 (1952); Note, 7 Miami L. Q. 580 (1953). See 
also Note, 28 Wash. L. Rev. 237 (1953). 

73 In Morgan v. American Bitumuls Co., 39 So. 2d 
139 (La. App. 1949), the court ruled that the 
medical privilege cannot be exercised in cases in- 
volving workmen’s compensation. The injured em- 
ployee seeking compensation cannot object to the 
testimony of the examining physician. It is vsually 
provided in Workmen’s Compensation Acts that a 
physician may be required to testify to informa- 
tion procured in attending the claimant. See 8 
Wigmore, Evidence §2380 (3d ed. 1940). This is 
an illustration of a restriction by the legislature 
itself upon the privilege: See also supra notes 49, 
64, 72 and infra notes 79, 83 for further limitations 
by the legislature. Louisiana legislation provides 
that in workmen’s compensation cases, the court is 
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opposing counsel has the right to comment 
on the assertion of the privilege, and the 
court will draw the unfavorable inference 
from the claim of the privilege that the 
patient is hiding valuable information.” 
In view of this, a patient does not stand 
much chance of winning his case in court 
when he seals the lips of his physician. 
The protection of the medical statute is 
destroyed indirectly by the presumption 
that the evidence must be unfavorable or 
it would have been produced. The privi- 
lege is nullified, in effect, if its exercise 
will adversely influence the result of the 
ease. For this reason, the rule in some 
jurisdictions is that no inference is to be 
drawn concerning the facts suppressed 
when the privilege is claimed by the pa- 
tient.” 





not “bound by technical rules of evidence or pro- 
cedure other than as herein provided.” La. R.S. of 
1950, 23:1316. The claim has been made that some 
physicians paid by employers take advantage of ~ 
their position to obtain from the injured employee 
information about the accident which would tend 
to defeat a claim for damages. See Chafee, Privi- 
leged Communications: Is Justice Served or Ob- 
structed by Closing the Doctor’s Mouth on the 
Witness Stand?, 52 Yale L. J. 607, 610 (1943). The 
fact that the physician is hired by the employer is 
considered in determining the weight to be given 
his testimony. See Johnson v. Hillyer, Deutsch, 
Edwards Inc., 185 So. 652 (La. App. 1939). 

74 See Walker v. Monroe, 62 So. 2d 676 (La. 
App. 1953) ; May v. Cooperative Cab. Co., 52 So. 2d 
74 (La. App. 1951); Thomas v. Maryland Cas. Co., 
32 So. 2d 472 (La. App. 1947) ; Law v. Kansas City 
Bridge Co., 199 So. 155 (La. App. 1941) ;Gunter 
v. Alexandria Coca-Cola Bottling Co., 197 So. 159 
(La. App. 1940); Hines v. Heinkamp, 194 So. 731 
(La. App. 1940); Comfort v. Cloverland Dairy 
Products Co., 194 So. 43 (La. App. 1940). The 
court on numerous occasions has stressed the im- 
portance that it gives to medical testimony. See 
Diggins v. Salley & Ellis, 199 So. 442 (La. App. 
1941); Sweet v. La. Long Leaf Lumber Co., 18 La. 
App. 238, 138 So. 171 (1931); Weller v. Turner- 
ized Roofing Co., 14 La. App. 150. 129 So. 443 
(1930); Arrender v. Giant Timber & Mfg. Co., 
9 La. App. 132, 119 So. 498 (1929). 

75 See New York Life Ins. Co. v. Newman, 311 
Mich. 369, 18 N.W. 2d. 859 (1945). “There are 
conflicting views as to whether it is proper for 
counsel to comment on the exercise by the opposing 
party of a privilege with respect to testimony or 
the calling of a witness. By what seems to be the 

(Continued) 
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If a physician may refrain from telling 
the court what he has learned in a pro- 
fessional capacity, then it would seem to 
follow that public and private hospital 
records (or clinical records) in which the 
physician records his observations would 
be just as unavailable. Hearsay is an 
out-of-court statement, and unless the per- 
son who made the hospital record was 
called as a witness to testify to its cor- 
rectness, the Louisiana courts excluded 
the record on the basis of the rule against 
the reception of hearsay evidence.** Some 
states hold that hospital records fall under 
an exception to the hearsay rule.** In such 
a ease, the question then arises whether 
the physician-patient privilege is a basis 
for exclusion. The physician-patient priv- 
ilege was not the reason for the exclusion 
of hospital records in Louisiana, as it is 
in some states.** Not too long ago the 


75> (Continued) 
better rule, it is held improper for counsel to make 
such remarks . . . The prohibition against dis- 
closure of professional secrets is manifestly an 
exercise of public policy. It secures a right to 
every individual which he is under no obligation 
to waive or abandon ... To hold that, because the 
patient does not waive or abandon the prohibition, 
inferences adverse to his side of the controversy 
may be drawn by the jury, would be to fritter away 
the protection it was intended to afford. When it 
is the legal right of a party not to have some speci- 
fic piece of testimony marshaled against him, he 
may exercise that right without making it the 
subject of comment for the jury.” See cases quoted 
in McLaughlin v. Massachusetts Indemnity Ins. 
Co., 85 Ohio App. 511, 84 N.E. 2d 114 (1948). 

76 See Dolan v. Metropolitan Life Ins. Co., 11 La. 
App. 276, 123 So. 379 (1929); McCormick, The 
Use of Hospital Records as Evidence, 26 Tulane 
L. Rev. 371 (1952). 

77 Some states bring hospital records under the 
hearsay exception for regular entries in the course 
of business, or under the hearsay exception for 
publie official records. See McCormick, The Use 
of Hospital Records as Evidence, 26 Tulane L. 
Rev. 371 (1952). The Louisiana Legislature in 
Act 267 of 1928 expressly excluded hospital records 
from the public records exception (Act 242 of 
1912) to the hearsay rule. 

78 Munzer v. Blaisdell, 183 Misc. 773, 49 N.Y.S. 
2d 915 (1944); Note, 27 N.Y.U.L. Rev. 160 (1952). 
“In states having the privilege it is now generally 
agreed that as to records which incorporate state- 
ments by the doctor and those which embody the 
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Louisiana Legislature enacted a_ statute 
which provides that a certified copy of 
a chart or record of the charity and veter- 
an hospitals in the State is admissible in 
evidence as prima facie proof of its con- 
tents when signed by proper authority.” 
It might be noted that this statute applies 
only to public hospitals, and that, curi- 
ously enough, it squares with the Lou- 
isiana jurisprudential rule for the medi- 
cal privilege that the patient must hire 
a physician.’ It may be urged that the 
enactment by the legislature of the chari- 
ty and veteran hospital statute is not 
in accord with the spirit of the constitu- 
tional provision directing the legislature 
to protect medical confidential communi- 
cations.*' Moreover, the broad interpreta- 


tion which the Louisiana courts have given 
to the hospital-records statute has served 
even further to delimit the scope of the 
physician-patient privilege.*= However, the 





doctor’s diagncsis and findings as to the patient’s 
condition, the privilege does not apply. As to 
whether other information recorded by nurses or 
attendants, such as the history given to the nurse 
by the patient or the nurse’s charts showing such 
things as temperatures and treatment, will come 
in, the question is more debatable.” McCormick, 
The Use of Hospital Records as Evidence, 26 
Tulane L. Rev. 371, 373 (1952). See also 8 Wig- 
more, Evidence §2382(c) (3d ed. 1940); Hale, 
Hospital Records as Evidence, 14 So. Cal. L. Rev. 
99 (1941); Comment, 54 Yale L. J. 868 (1945). 

7 See La. R.S. of 1950, 13:3714, as amended by 
La. Act 519 of 1952. The records are “prima facie” 
proof of their contents. See State v. Graffam, 202 
La. 869, 13 So. 2d 249 (1943). “Prima facie” means 
that the evidence is sufficiently strong for the 
opponent to be called on to answer it. To be ad- 
missible, the record must be signed by the super- 
intendent or secretary-treasurer of the board of 
trustees of the hospital. The party against whom 
the record is to be used may summon and examine 
those making the original of the record as wit- 
nesses under cross-examination. See La. R.S. of 
1950, 13:3714, as amended. See generally: Mc- 
Cormick, The Use of Hospital Records as Evidence, 
26 Tulane L. Rev. 371, 373 (1952); Notes, 31 
N.Y.U.L. Rev. 844 (1956), 31 Notre Dame Law. 
502 (1956), 1 Villanova L. Rev. 353 (1956). 

S° See supra note 51 and supported text. 

Sl! See Comment, 31 Tulane L. Rev. 192 (1956). 

S2 See Lado v. First Nat’l Life Ins. Co., 182 La. 
726, 162 So. 579 (1935); Shepard v. Whitney Nat’l 
Bank, 177 So. 825 (La. App. 1938). 
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application of the physician-patient privi- 
lege to hospital records has little justifica- 
tion when the matter has become a part 
of a record open to public inspection, inas- 
much as the privilege is designed to pro- 
tect only confidential communications. 

In 1938, the American Bar Association’s 
Committee on Improvements in the Law 
of Evidence made a report on the medical 
privilege, which included the following 
recommendation : 

“The amount of truth that has been suppressed 
by this statutory rule must be extensive. We be- 
lieve that the time has come to consider the situ- 
ation. We do not here recommend the abolition of 
the privilege, but we do make the following recom- 
mendation: The North Carolina statute allows a 
wholesome flexibility. Its concluding paragraph 
reads: ‘Provided that the presiding judge of a 
superior court may compel such a disclosure if in 
his opinion the same is necessary to the proper 
administration of justice.’ This statute has needed 
but rare interpretation. It enables the privilege 
to be suspended when suppression of a fraud 
might otherwise be aided.” 8% 

This provision—that the judge may re- 
quire the disclosure by a physician of a 

83 See A.L.I., Model Code of Evidence, Rules 220- 
23 (1942); see also Morgan, Basic Problems of 
Evidence 109 (1954) ; Freedman, Medical Privilege, 
32 Can. Bar Rev. 1, 8(1954). 

Virginia, the most recent state to adopt a phy- 
sician-patient privilege, includes in its statute the 
recommended proviso as well as many of the juris- 
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privileged communication from a patient 
if in the opinion of the judge such disclo- 
sure is necessary to a proper administra- 
tion of justice—may be the best accom- 
modation between the professions of “Or- 
der” and “Health”. 


prudential restrictions prevailing in the various 
states. It provides: “Except at the request of, 
or with the consent of, the patient, no duly licensed 
practitioner of any branch of the healing arts 
shall be required to testify in any civil action, suit 
or proceeding at law or in equity respecting any 
information which he may have acquired in attend- 
ing, examining or treating the patient in a profes- 
sional capacity if such information was necessary 
to enable him to furnish professional care to the 
patient; provided, however, that when the physical 
or mental condition of the patient is at issue in 
such action, suit or proceeding or when a judge 
of a court of record, in the exercise of sound dis- 
cretion, deems such disclosure necessary to the 
proper administration of justice, no fact commu- 
nicated to, or otherwise learned by, such practi- 
tioner in connection with such attendance, exami- 
nation or treatment shall be privileged and dis- 
closure may be required. This section shall not be 
construed to repeal or otherwise affect the pro- 
visions of §65-88 relating to privileged communi- 
cations between physicians and surgeons and em- 
ployees under the Workmen’s Compensation Act; 
nor shall the provisions of this section apply to 
information communicated to any such practitioner 
in an effort unlawfully to procure a narcotic drug, 
or unlawfully to procure the administration of any 
such drug.” Code of Va. §8-289.1 (1956, c. 446). 





ACUTE PANCREATITIS * 
L. J. O’NEIL, M.D. 


New Orleans 


In acute pancreatitis, surgery provides 
decompression of the ductal system, re- 
moval of toxic materials, and an accurate 
estimate of the fluid loss in the peritoneal 
cavity. Conservative treatment frequently 
requires surgery as a last resort when the 
risk is great. 

CASE REPORTS 

The following cases are presented: 

Case No. 1.—White female, age 45, first seen 
June 30, 1948, with a chief complaint of severe 


* Presented at the Seventy-seventh Annual Meet- 
ing of the Louisiana State Medical Society, May 7, 
1957, New Orleans. 


abdominal pain of twenty-four hours’ duration. 
Her father. had died of acute pancreatitis; her 
mother had survived a proved attack of acute 
pancreatitis. The entire right half of the abdo- 
men was rigid and tender. A markedly elevated 
serum amylase confirmed her physician’s diag- 
nosis of acute pancreatitis. 


Conservative treatment of nasogastric suction, 
antibiotics, electrolytes and sedatives did not halt 
the course of the illness. White count rose from 
32,000 to 40,000. Her pulse became rapid; the 
pain and toxicity increased. Thirty hours after 
admission, exploratory laparotomy was done. Fat 
necrosis was visible and large amounts of greasy, 
bloody fluid were aspirated from the pelvis, sub- 
phrenic space, and lesser sac. The retroperitoneal 
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fat of the entire right half of the abdomen was 
necrotic. The head of the pancreas was swollen 
and hard. The biliary ducts and the gall bladder 
-were distended. The peritoneal reflection was in- 
cised along the entire length of the right colon to 
liberate the necrotic fat and the greasy fluid which 
escaped in large amounts. Drains were placed in 
the foramen of Winslow and the subphrenic spaces. 
A cholecystostomy provided decompression of the 
biliary tree and produced a few small stones. Her 
recovery was prompt; she was discharged from 
the hospital on the seventh postoperative day. To 
. date no additional attacks have occurred. 

Four similar cases have been treated by sur- 
gery. In three instances the preoperative diag- 
nosis was cholecystitis. Decompression of the bili- 
ary tree by cholecystostomy and drainage of all 
collections of fluid was employed. Delirium tre- 
mens occurred on the third postoperative day in 
one patient and the pancreatic ferments resulted 
in fat necrosis and ulceration of the anterior ab- 
dominal wall in another; a pancreatic fistula 
drained for six months in a third patient. All are 
living and well and have had no recurrent attacks. 


Case No. 2.—White male, twenty-one years of 
age admitted to the hospital with severe pain 
in the chest and back of twenty-four hours’ 
duration. Extreme tenderness was present in the 
epigastrium. Marked elevation of the serum amy- 
prompted conservative treatment and the 
patient improved so that he was discharged on 
the sixth day when his serum amylase was normal. 
The symptoms recurred with increased severity 
so that four days later he was readmitted to the 
hospital. Marked elevation of the serum amylase 
recurred. Replacement therapy was administered 
and an exploratory laparotomy was done the fol- 
lowing day. The entire pancreas was about twice 
normal size and uniformly hard. The largest col- 
lection of fluid was in the lesser sac with smaller 
amounts of fluid scattered elsewhere. Gall bladder 
was thickened and edematous but no stones were 
palpable. Cholecystectomy and exploration of com- 
mon duct were done. Following transduodenal 
sphincterotomy, a T-tube was inserted into the 
duodenum through the common duct. A drain was 
placed in the lesser sac. The patient was dis- 
charged on the thirteenth postoperative day with 
the T-tube in place. It was removed three months 
later. He is still symptom free. 


lase 


A comparable case was explored two months 
after conservative therapy and after weight loss 
of 100 pounds. Extensive fibrosis and necrosis 
were present in the pancreas with marked dilata- 
tion of the pancreatic and common ducts. Chole- 
dochoduodenostomy and _ pancreaticojejunostomy 
provided decompression. Fourteen months after 
the onset of his illness, the patient was able to 
return to work. His present weight is 148 pounds. 


Case No. 3.—Fifty-four year old white male was 
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seen ten days after the onset of his illness which 
began with extreme epigastric pain. The pain 
became so intense that the patient passed out on 
the following day. A diagnosis of acute pancrea- 
titis prompted conservative treatment under which 
the patient became progressively worse. When 
first seen, he was irrational and the abdominal 
distention was extreme. As a last resort, explora- 
tion was done under local analgesia. Enormous 
quantities of greasy, bloody fluid gushed from 
the abdomen. Drains were inserted. His convales- 
cence was stormy but he was discharged from the 
hospital on the eighteenth postoperative day. A 
pleural effusion developed and required aspiration. 
He is living and well today. 

An additional parallel case was explored eight- 
een hours after admission to the hospital with 
the diagnosis of ruptured ulcer. Bloody fluid was 
oozing from the serosal surfaces in the region of 
the pancreas in alarming amounts so that two 


liters of blood were necessary to replace the 
amount lost. After two weeks, the patient re- 
covered. 


Case No. 4.—White female, age twenty-three. 
four months pregnant, was seen approximately 
forty-eight hours after the onset of pain in the 
back and in the abdomen. The entire right half 
of the abdomen was rigid but the tenderness was 
most marked over McBurney’s point. The white 
count was 24,300 with 88 per cent polys. Explora- 
tion revealed a chronic appendix, a malrotated 
cecum and enlarged, hard and edematous pancreas. 
The gall bladder was distended and tense but no 
stones were present in the gall bladder. The lesser 
sac was drained and a cholecystostomy was done. 
The patient’s improvement was prompt with dis- 
charge on the sixth postoperative day. She did not 
abort. 

Another white female five and one-half months 
pregnant was treated conservatively because of 
an obscure diagnosis. In spite of intense therapy 
she aborted ten days after admission to the hospital 
and required surgery six days later because of a 
mass in the right upper abdominal quadrant. The 
mass proved to be an acute gall bladder which was 
secondary to an acute pancreatitis. The entire 
lesser sac was filled with fluid which was drained. 
Cholecystectomy was done. There were no stones 
in the gall bladder. Her period of hospitalization 
was nearly one month during most of which time 
she was acutely ill. 


CONCLUSIONS 
Prompt surgery has facilitated manage- 
ment of cases of acute pancreatitis by: 


1. Decompression of biliary ducts. 
2. Removal of toxic material. 


3. Accurate estimation of the blood, 
fluid, and electrolyte losses. 
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THE VALUE OF DELAYED UROGRAMS * 
HARRY Q. GAHAGAN, M. D. 


Alexandria 


The number of intravenous pyelograms 
done in this country has increased tremen- 
dously in recent years. It is a valuable 
diagnostic procedure, not only for obvious 
urological conditions, but also in such 
problems as vague abdominal discomfort, 
abdominal tumors, suspected malignancy 
in some organ, and hypertension. 

There is a risk in injecting any of the 
dves used in excretory urograms. A few 
fatalities are reported each year. Because 
of this, as well as the expense involved, it 
behooves all of us to obtain the maximum 
amount of information possible each time 
we do intravenous pyelograms. 

In my practice of urology, patients are 
often referred to me from doctors in 
neighboring towns who have already done 
intravenous pyelograms. Generally speak- 
ing, these pyelograms are of good quality. 
However, one serious mistake is commonly 
made; namely, failure to make delayed 
films, especially in patients with ureteral 
obstruction. This same mistake, I might 
add, is sometimes made also in larger 
hospitals. Dr. Thomas Latiolais, Jr. re- 
ferred briefly to this point in his excellent 
paper on “Principles of Office Urology” ! 
given before this assembly last year. 

In many cases the KUB, five, ten, and 
twenty minute films will give all the de- 
sired information. However, each case 
must be individualized. There can be no 
set routine for doing intravenous pyelo- 
grams. I cannot stress this too strongly. 

Delayed films are particularly impor- 
tant in patients with ureteral obstruction. 
The dye is slow in coming through because 
of the obstruction. In most instances, 
however, the dye will gradually fill the 
dilated calices, pelvis, and ureter down to 
the site of obstruction. This may require 
one hour, three hours, six hours or even 
twenty-four hours. These delayed films 





* Presented at the Seventy-seventh Annual 
Meeting of the Louisiana State Medical Society, 
May 7, 1957, New Orleans. 


give very valuable information. They tell 
the site of obstruction and it is important 
to know whether the obstruction is in 
the upper or lower ureter. By pinpoimting 
the site of obstruction they often tell us 
the cause of obstruction; this is particu- 
larly true with small ureteral stones which 
may be entirely overlooked on a plain 
KUB. Other causes such as ureteral stric- 
tures and extrinsic tumors compressing 
the ureter may be demonstrated on these 
delayed films. 

When no dye is seen in one kidney on 
the early films, how do we know whether 
this represents an obstruction of the ure- 
ter or a nonfunctioning kidney? This 
question can nearly always be answered 
by looking for the presence or absence of 
a nephrogram. In ureteral obstruction the . 
entire kidney usually becomes more opaque 
before any dye is seen in the calices or 
pelvis—this whiteness of the kidney is 
called a nephrogram and indicates func- 
tion of this kidney. The nephrogram will 
usually be apparent within thirty to sixty 
minutes: of course, no nephrogram is seen 
in cases with non-functionng kidneys. 

When the early films indicate ureteral 
obstruction, delayed films should be made 
every one to three hours until the ureter 
is well outlined down to the site of ob- 
struction. If this obstruction is low, the 
patient’s bladder should be emptied just 
before each film. Otherwise, the region of 
the lower ureter will be completely ob- 
scured by dye flling the bladder. 

CASE REPORTS 

The following brief case reports will 
demonstrate the important points of this 
paper: 

Case No. 1. E. J., 49 year old white male with 
severe pain in left flank and grossly bloody urine. 
KUB revealed a small suspicious opacity in the re- 
gion of the lower left ureter. Fifteen minute film 
showed no dye on left, normal function and drain- 
age on right. One hour film showed marked neph- 
rogram on left; and three hour film revealed 
dye in dilated left ureter down to suspicious 
opacity. This definitely proved the opacity to be 
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a stone in the lower left ureter. 

Case No. 2. R. L., 28 year old white male with 
severe left flank pain and microscopic hematuria. 
‘ KUB showed a pea size opacity in the region of 
the left mid-ureter. Fifteen minute film showed 
nephrogram on left and normal drainage on right. 
Three hour film showed dilated left ureter filled 
with dye down to the ureteral stone. 

Case No. 3 A. T., 52 year old white male with 
moderate pain in his right flank. This patient was 
a chronic stone former. KUB revealed a small 
opacity in the region of the lower right ureter and 
* 3 opacities in the region of the left kidney. Five 
minute film showed dye just beginning to collect 
in the dilated right calices and normal drainage 
on the left. One hour film showed the dilated 
right pelvis and ureter filled with dye down to the 
stone. 

Case No. 4 F. M., 45 year old white female 
with small stone blocking lower right ureter. This 
was proven on the two hour film by the dye coming 
down to the suspicious opacity. 

Case No. 5 G. Q., 32 year old white female 
with small faint opacity in the region of the ex- 
treme lower left ureter. This was proven to be 
a stone in the ureter on the one hour film, but 
only after the bladder was emptied of the dye. 

Case No. 6. J. D., 35 year old white female 
with unusual obstruction of lower left ureter as 
shown on five hour film. At surgery this was 
found to be an extrinsic tumor pressing on the 
ureter. 

SUMMARY 

Excretory urogram is a valuable diag- 
nostic procedure. Because of the expense 
and the risk involved in injecting the dye, 
each one should be carefully done. There 
can be no set routine as each case must 
be individualized. In patients with ureter- 
al obstruction, delayed films are particu- 
larly important. The presence of a neph- 
rogram indicates function in that kidney. 
In patients with low ureteral obstruction 
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the bladder should be emptied just before 
making each delayed film; otherwise the 
dye collected in the bladder will obscure 
the region of the lower ureter. 


REFERENCE 
1. Latiolais, T.: Principles of Office Urology. J. La. 
State M. Soe. 109:26, 1957. 


DISCUSSION 

Dr. C. H. Day (Lake Charles) Dr. Gahagan is 
to be commended for re-emphasizing the procedure 
of delayed urography. This is a diagnostic tool 
which has been in use for some time but about 
which little is to be found in the average text or 
journal. It may seem a little odd that the urologist 
should advocate a diagnostic procedure which 
might obviate the necessity of cystoscopy. How- 
ever, retrograde pyelograms are not without cer- 
tain dangers. It certainly behooves all of us to 
obtain the maximum diagnostic information on 
any patient with the least risk, pain and expense. 

If I may, I should like to add just one or two 
points to what Dr. Gahagan has already said. One 
of the problems in any x-ray study of the abdom- 
inal contents is that of gas bubbles within the 
intestinal tract. A surprising number of times 
these gas bubbles may move out of the way on 
later films leaving a much clearer view of the 
particular organ or area to be studied. Secondly, 
I should like to mention an addition to this tech- 
nique which will fairly frequently produce an 
excellent delayed urogram. Simply have the pa- 
tient drink a glass of extremely cold water. About 
five minutes following the ingestion of the water 
take the delayed urogram. In many instances it 
will be found that there is prompt excellent filling 
of the kidney and ureter down to the point of ob- 
struction. This filling takes place much too rapidly 
to be due to any diuresis produced by the water. 
It is speculated that it is mediated through the 
vagus nerve with release of ureteral spasm. May 
I also remind you that compression of the abdomen 
is not needed in delayed urograms. In a manner 
of speaking compression is already present in the 
form of obstruction of the ureter. 





THE TECHNIQUE OF PROCTOSCOPY * 


EDWARD R. MORGAN, M.D. 
Shreveport 


Proctoscopy, or more exactly speaking, 
sigmoidoscopy, is a procedure with which 
every practitioner should become more fa- 

‘Presented at the Seventy-seventh Annual 
Meeting of the Louisiana State Medical Society, 
May 8, 1957, at New Orleans. 


miliar. Just as the digital examination of 
the anus and rectum has been emphasized, 
and justly so, the visual inspection of the 
lower bowel where indicated should re- 
ceive equal emphasis. Three-fourths of 
the pathological processes involving the 
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colon lie within reach of the 25 cm. sig- 
moidoscope. By this simple procedure, 
therefore, a method is at hand for mak- 
ing exact diagnosis in a majority of cases 
involving the large bowel. 

The passage of the sigmoidoscope is 
only a portion of the technique of proc- 
toscopy. Adequate preparation of the 
bowel, a good history, the proper selec- 
tion of instruments, and thoroughness in 
their use, each in its turn is required 
for a successful examination. 

PREPARATION OF THE PATIENT 

Although some physicians carry out 
their examinations without prior cleans- 
ing of the bowel, it is felt generally that 
preparation of some sort should be done 
before proctoscopy in order to save time 
and to enhance the probability of a good 
examination. Preparation may be made 
by the patient at home where warm tap 
water enemas can be taken with the sub- 
ject lying on his left side. These may be 
repeated until returns are clear. The use 
of strong soap-suds enemas, peroxide, or 
other irritating substances is to be dep- 
recated for they cause a proctitis which 
may vary from mild to severe, thus ob- 
securing some pre-existing condition. An 
alternative method of preparation is the 
use of commercially prepared disposable 
enemas which may be administered in 
the physician’s office. Examples of these 
are the Fleets, Pharmaseal, Clyserol prep- 
arations. These are highly acceptable to 
the patients, require very little time to 
administer, and cleanse the bowel most 
adequately. The only objection to pre- 
pared enemas is that the production of 
mucus is sometimes considerable. Since 
this is easily aspirated, the inconvenience 
is minimal. 

HISTORY 

One should make inquiries of every pa- 
tient concerning bleeding, abscess forma- 
tion, protrusion, itching, and pain. The 
relationships of these symptoms to one 
another, their duration, and precipitating 
causes should be discerned. A history of 
previous bowel and rectal surgery and 
bowel habits, past and present, also con- 
tributes to an understanding of the pa- 
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tient’s situation. From the history a pre- 
sumptive opinion, and this only, can be 
made. Not until the examination is com- 
plete should the patient be advised con- 
cerning any conclusions. 

INSTRUMENTS 

There are many good diagnostic sig- 
moidoscopes on the market today. Each 
of these has its enthusiastic advocates. 
Whether an instrument is distally or prox- 
imally lighted is of no real significance. 
Of more importance is the familiarity of 
the endoscopist with the instrument of his 
choice. I prefer the distally lighted Buie 
sigmoidoscope for several reasons: The 
light source is close to the area to be ex- 
amined, and yet it is protected from soil- 
age by the bowel contents. The instru- 
ment is simple in design, easy to clean, 
and with normal use is practically inde- 
structible. It serves equally well to ex- 
amine both children and adults. Many _ 
odd-sized scopes are available for use 
in particular circumstances. These range 
from an instrument with a lumen the 
size of a cystoscope for bypassing stric- 
tures to extra-length scopes of 35 and 40 
em. for reaching high-lying lesions. 

Anoscopes also vary greatly in size and 
design, and great liberty may be taken in 
choosing a type to suit one’s liking. A 
set of graduated Hirschman anoscopes 
serves admirably to examine most pa- 
tients. 

However, the one instrument which 
every practitioner should have in his of- 
fice, regardless of the type preferred, is 
the 25 cm. diagnostic sigmoidoscope. 

POSITIONS OF THE PATIENT 

Through the years many positions have 
been used for sigmoidoscopy. Withstand- 
ing the test of time is the left lateral 
Sims’ position. This position is particu- 
larly well adapted when the subject to be 
examined is confined to bed, although it 
is well suited to office use also. In using 
the Sims’ position it is well to make sure 
that the patient is well over to the edge 
of the bed with the buttocks extending 
beyond the edge at least two inches. The 
left arm is allowed to fall over the edge 
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behind the patient, and the right leg is 
drawn well up. In this manner the abdo- 


-men becomes dependent, to a slight extent 
facilitating passage of the sigmoidoscope. 


The knee-chest position is the second 
commonly used posture for endoscopic 
evaluation of the large bowel. Here the 
abdomen falls free when the head and 
shoulders are placed on the table. The 
objections to this position are that the 
‘patient has too wide a latitude of move- 
ment and that the examiner must assume 
and maintain an awkward position in 
order to examine the patient. 

The third and most convenient position 
in which to perform a sigmoidoscopic ex- 
amination is to place the patient in the 
jack-knife attitude. Many of the newer 
tables found in doctors’ offices are con- 
structed so that they break in the middle 
allowing the head to be lowered and the 
buttocks elevated. Most newer tables are 
also adjustable to the height of the physi- 
cian so that he may perform his examina- 
tion in relative comfort. Where possible 
a support should be placed beneath the 
pelvis to allow the abdomen to be depend- 
ent and unsupported. This adds greater 
mobility to the bowel and greatly facili- 
tates the passage of the scope. Of the 
three positions the latter is much to be 
preferred. 

PASSAGE OF THE SIGMOIDOSCOPE 

Before the insertion of the sigmoido- 
scope an adequate digital examination 
should always be performed. Many lesions 
are best detected by the sense of touch. 
Such entities as submucosal nodules, extra- 
rectal masses, and induration of fistulous 
tracts would fall into this group. A rou- 
tine by which the entire circumference is 
examined is mandatory. Beginning in the 
hollow of the sacrum, the index finger is 
swept around the full 360 degrees of the 
lumen. Bimanual palpation is used when 
indicated to evaluate questionable areas. 

Only after an adequate digital examina- 
tion has been performed is it permissible 
to insert. the sigmoidoscope. At this time, 
it is well to inform the subject that with 
the passage of the scope through the anal 
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canal he will experience a sensation as if 
he wanted to have a bowel movement. 
Reassure him that everything is well and 
that he will not soil himself. As soon as 
the tip of the instrument has passed 
the sphincter, the obturator should be 
withdrawn. Further advance of the scope 
should always be made under direct vision. 

Passage of the sigmoidoscope to the 
upper portion of the rectum usually eauses 
little difficulty. Here, however, one usu- 
ally encounters some angulation. At this 
point it is usually wise to reassure the 
patient again by telling him that he may 
feel some abdominal cramping. Request 
that he leave his abdominal muscles 
laxed. 


re- 
This relaxation will cause less dis- 
comfort while the more proximal portion 
of the bowel is being inspected. 

If it appears during the examination 
that the scope has entered a blind pouch 
or dead end, the instrument should be 
withdrawn until a fold of bowel appears. 
Advance the instrument again to a point 
just beyond the fold and then angle the 
sigmoidoscope in the direction from which 
the fold appeared. The lumen of the bowel 
thus will be found to lie in that direction. 
A gentle repetition of this step will usu- 
ally result in the passage of the scope to 
its full length. 

While inserting the sigmoidoscope, min- 
imal use of the bellows is recommended. 
Only when withdrawing the scope should 
one resort to the use of the bellows to 
any great extent. It is while the scope 
is being withdrawn that the bowel is ex- 
amined for the presence of pathology most 
closely. 

Extreme care should be exercised when 
areas of fixation or narrowness are en- 
countered. It is better to discontinue an 
examination than to force a sigmoidoscope 
heroically through an abnormal segment 
of bowel. 

Following removal of the sigmoidoscope, 
anoscopes of appropriate size should be 
inserted for a closer inspection of the 
lower portion of the rectum and anal 
canal. At this time such conditions as 
affect the anal canal such as hemorrhoids, 
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prolapse, fistulae and fissures are evalu- 
ated. When the patient complains of ex- 
treme pain, it is well to try using topical 
anesthetics in an attempt to complete the 
examination. Failing in this an examina- 
tion under anesthesia should be performed 
at which time definitive surgery may be 
carried out. 

I should like to reiterate the importance 
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of the sigmoidoscopic examination. Annu- 
ally 35,000 deaths result from malignancy 
of the colon. Many of these deaths could 
be prevented by a more extensive utiliza- 
tion of sigmoidoscopy in persons of the 
older age groups. 

Effective utilization of sigmoidoscopy 
implies a thorough knowledge of its tech- 
niques. 





OUTBREAK OF GROUP A, B-HEMOLYTIC STREPTOCOCCAL 
PHARYNGITIS OBSERVED IN NEW ORLEANS AREA 


WILLIAM J. MOGABGAB, M. D. 
WILLIAM PELON, Ph. D. 


New Orleans 


An outbreak of Group A, B-hemolytic strepto- 
coccal pharyngitis has recently been observed in 
the New Orleans area. Two additional problems 
have been encountered that warrant considerable 
concern. First, all strains have been Type 12 and, 
second, all except two have been resistant to the 
tetracycline drugs. 

The initial observation was made late in De- 
cember 1957, in a family of four children, aged 
3 to 7 years. The oldest child acquired a febrile 
upper respiratory illness during which throat cul- 
tures remained strongly positive for B-hemolytic 
streptococci despite full doses of tetracycline for 
one week. Subsequent spread occurred to other 
members with fever, but with little sign of acute 
pharyngitis. All responded to oral penicillin V. 

Throat culture survey of the school attended 
by two of these children was done two weeks 
later. Half of the total population of 250 was 
cultured and 35 per cent contained B-hemolytic 
streptococci. Most cultures were strongly posi- 
tive and practically all were Group A. Typing 
and sensitivity studies were done on sufficient 
strains to warrant the assumption of uniformity, 
which was also supported by similar colonial char- 
acteristics. All, including the strains from the 
family outbreak, were Type 12, and all except 
two were resistant to all tetracycline drugs but 
sensitive to penicillin and erthromycin. 

It is not yet known how widespread this organ- 
ism might be in the New Orleans area, however, 
two children attending anether school were also 
found to harbor Group A, Type 12 B-hemolytic 
streptococci. 

Resistance to the tetracycline drugs has not 


been a recognized problem with B-hemolytic strep- 
tococci. In fact, the tetracyclines have been list- 
ed as alternatives to penicillin and erythromycin 
despite the fact that streptococci are not eradi- 
cated nor rheumatic fever prevented with nearly 
the degree of effectiveness of the latter antibi- 
otics. One could not expect any therapeutic ef- 
fect from the tetracyclines in view of the degree 
of resistance found with these organisms and, in 
fact, this was the situation in the child treated 
with tetracycline. 

Whether this organism will prove to be as 
nephritogenic as many of the Type 12 strains 
found in the United States has not been deter- 
mined. Nevertheless, this should indicate the 
need for concern especially since one case of 
acute glomerulonephritis occurred in a pupil prior 
to the time of the school survey. 

The following measures would seem to be war- 
anted in the New Orleans area: 

(1) Use of throat cultures in management of 
all upper respiratory illnesses. 

(2) Treatment of B-hemolytic streptococcal 
infections with penicillin or erythromycin for 
10 days. 

(3) Repetition of cultures after therapy and 
urinalysis a month after illness as well as ob- 
servations for rheumatic fever. 

(4) Sufficient culture surveys to determine 
the extent of all B-hemolytic streptococcal in- 
fection and, especially, strains like those de- 
scribed herein. 

(5) Consideration of mass antibiotic prophy- 
laxis in groups in which a high incidence of in- 
fection is found. 








THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 


The Journal of the 


Louisiana State Medical Society 
Established 1844 


Published by The Journal of the Louisiana 
State Medical Society, Inc. under the jurisdiction 
of the following named Journal Committee: 


H. Ashton Thomas, M. D., Ex-Officio 
E. L. Leckert, M. D., Chairman 
C. M. Horton, M. D., Vice-Chairman 
Sam Hobson, M, D., Secretary 
Edwin H. Lawson, M. D. 

J. E. Knighton, M. D. 


EDITORIAL STAFF 
Philip H. Jones, M. D. 


COLLABORATORS—COUNCILORS 
Felix A. Planche, M. D. 
J. E. Clayton, M. D. 
Guy R. Jones, M. D. 
Ralph H. Riggs, M. D. 
C. Prentice Gray, Jr., M. D. 
John L. Beven, M. D. 
J. Y. Garber, M. D. 
R. E. C. Miller, M. D. 


C. Grenes Cole, M. D. General Manager 
1430 Tulane Avenue 


Editor 


SUBSCRIPTION TERMS: $4.00 per year in 
advance, postage paid, for the United States; 
$5.00 per year for all foreign countries belong- 
ing to the Postal Union. 


News material for publication should be re- 
ceived not later than the eighteenth of the month 
preceding publication. Orders for reprints must 
be sent in duplicate when returning galley proof. 


Manuscripts should be addressed to the Editor, 
1430 Tulane Ave., New Orleans, La. 


The Journal does not hold itself responsible 
for statements made by any contributor. 


POLIO IMMUNIZATION MUST 
CONTINUE 

One year ago last month the A.M.A. 
gave the leadership, guidance, and direc- 
tion to a polio immunization campaign to 
be undertaken by the several state organi- 
zations. The aim was to immunize every- 
one under 40. The collective efforts of the 
doctors of the nation were effective in ac- 
complishing the greatest mass inoculation 
in history. The results amply justified 
the efforts and furnish encouragement to 
us in attempting to give the public even 
further protection. 

It is apparent that the polio campaign 
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must be a continuing effort. Immuniza- 
tion of the mass protects the individual 
inoculated, but also provides relative pro- 
tection to the one who has not been. The 
benefits of immunization can be presented 
with confidence. The five year average, 
1952 through 1956, was approximately 
35,000 cases. In 1955, there were 29,270. 
In 1956, there were 15,403. In 1957, there 
were 5,894, and this was the year of the 
mass immunization campaign. The total 
cases of last year (1957) were only 38 
per cent of the year before, and the para- 
lytic cases only 32 per cent. It is obvious 
that some 10,000 persons, mostly children, 
have been saved from paralysis by the 
year’s effort. Approximately 17 per cent 
of the patients with nonparalytic polio, in 
1957, had received three or more injec- 
tions of the vaccine. In persons under 
5 years of age the attack rate for para- 
lytic disease was twice that of the non- 
paralytic. In the age group 5 to 9, the 
nonparalytic rate was twice that for the 
paralytic cases. 


In the areas where the campaign was 


intense the rate of decline between the 
two years was sharp. In Massachusetts, 
the drop was 98 per cent: in Minnesota, 
96 per cent; in Chicago, from 1111 to 21, 
a drop of 98 per cent. However, in Lou- 
isiana, the situation is not as favorable. 
The incidence here puts us in the top 10 in 
1956, and again in 1957, with 625 and 
181 cases, respectively. The figures for 
New Orleans were 90 and 22. This is a 
drop of only about 71 per cent in the 
state and 74 per cent in the city where 
we would have wished for much greater. 


The reasons for this undesirable inci- 
dence may be several. The relative scarci- 
ty of vaccine contributed to this partial 
failure and kept us in the top ten of the 
states. The polio season starts early with 
us. Last year at the time when inocula- 
tion should have been in process to meet 
the spring rise of incidence and exposure, 
the vaccine was not obtainable. Twenty- 
six million doses in storage over the na- 
tion at the start of the campaign, on Jan- 
uary 26, 1957, had disappeared within a 
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month. This year we have a chance to do 
better. There is plenty of vaccine. The 
A.M.A. is distributing three sequential 
reminder cards to physicians with the 
suggestion that these cards go out to each 
patient under 40. The Polio Foundation 
is distributing cards to prospective pa- 
tients in the door to door ““Mothers’ March 
on Polio.” Patients under 40 can again 
be told of the startling drop in incidence 
and in paralysis following three or more 
injections. To move Louisiana out of the 
top ten in incidence of the disease would 
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be quite fitting for the state in which the 
first public health department was formed 
and which occupies the first position in 
too many situations in which we would 
prefer to be last. 

Making the polio campaign a continu- 
ing and successful effort is another in- 
stance of how our physicians can serve 
the public and promote the public health 
under the leadership of organized medi- 
cine without the interference of govern- 
ment or bureaucracy. 





ORGANIZATION SECTION 
The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 
An informed profession should be a wise one. 


ORGANIZATION SECTION 
REPORT OF JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS * 

The December, 1957, bulletin of the Joint Com- 
mission on Accreditation of Hospitals (660 N. Rush 
St:, Chicago; Kenneth B. Babcock, M.D., director) 
is reproduced here for the information it contains 
that will be of interest to many physicians.—ED. 


In keeping with its aim of assisting hospitals to 
meet and exceed minimal standards of high quali- 
ty patient care in hospitals, this issue of the 
bulletin is devoted to three important departments 
in hospitals. 


Pharmacy or Drug Room 

The Standards of the Joint Commission on 
Accreditation of Hospitals are quoted below. 

a. There shall be a pharmacy directed by a reg- 
istered pharmacist or drug room under competent 
supervision. 

b. Facilities shall be provided for the storage, 
safeguarding, preparation, and dispensing of 
drugs. 

c. Personnel competent in their respective du- 
ties shall be provided in keeping with the size and 
activity of the department. 

d. Records shall be kept of the transactions of 
the pharmacy, and correlated with hospital rec- 
ords where indicated. Such special records shall 
be kept as are required by law. 

e. Drugs dispensed shall meet the standards 
established by the United States Pharmacopeia, 
National Formulary, New and Nonofficial Reme- 
dies, British Pharmacopeia, or Canadian Formu- 
lary. 


* Reprinted from J.A.M.A., Vol. 166, No. 3, Jan.-18, 1958. 


ee 
f. There shall be an automatic stop-order on 


dangerous drugs. 

Of the above, ‘a’ and ‘f’ are sometimes not well 
understood. The hospital which cannot obtain or 
afford a hospital pharmacist should try and obtain 
the services of one on a part-time or consultative 
basis. If the hospital pharmacist of another hos- 
pital is not obtainable in this capacity, then the 
services of a local pharmacist should be utilized 
wherever possible. With his help the correct pro- 
cedures, rules and regulations for this department 
should be drawn up. 

The requirement of an automatic stop-order on 
dangerous drugs is misunderstood frequently by 
hospitals and physicians. The Joint Commission 
on Accreditation of Hospitals has no right to tell 
physicians what kind and how much medicine they 
should give to their patients, and does not do so. 
The Commission does desire that drugs, especially 
dangerous drugs, be given properly with reason- 
able medical staff controls. The Commission is 
asking that hospital medical staffs establish a 
written policy that all dangerous medications, not 
specifically prescribed as to time and number of 
doses, be automatically stopped after a reasonable 
time limit set by the staff. It is a protection 
against indiscriminate, indefinite prescribing of 
an open-ended type which can result in harm to 
the patient, physician or hospital. It especially 
includes such orders as p.r.n., ‘as necessary,’ ete. 
The following classifications are ordinarily thought 
of as dangerous drugs: narcotics, sedatives, anti- 
coagulants and antibiotics. 


Hospital Pharmacy and Therapeutics Committee 


This committee is one tool for maintaining med- 
ical staff self-government. It is responsible to the 
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medical staff as a whole and its recommendations 
are subject to medical staff approval. It is not a 
mandatory committee of the Joint Commission on 
_ Accreditation of Hospitals, but is strongly recom- 
mended for all hospitals. Composed of physicians 
and the pharmacist, it serves as the organization 
line of communication or liaison between the medi- 
cal staff and the Pharmacy Department. This 
committee assists in the formulation of broad pro- 
fessional policies regarding the evaluation, selec- 
tion, procurement, distribution, use, safety pro- 
cedures and other matters relating to drugs in 
hospitals. The purpose and function of this com- 
" mittee are: 

a. To serve as an advisory group to the hospi- 
tal medical staff and the hospital pharmacist on 
matters pertaining to the choice of drugs. 

b. To add to and to delete from the list of 
drugs accepted for use in the hospital. 

ce. To prevent unnecessary duplication in the 
stock of the same basic drug and its preparation. 

d. To make recommendations concerning drugs 
to be stocked on the nursing unit floors and by 
other services. 

e. To evaluate clinical data concerning new 
drugs or preparations requested for use in the 
hospital. 

f. To develop a formulary or drug list of ac- 
cepted drugs for use in the hospital. 

A strong hospital Pharmacy and Therapeutics 
Committee, meeting at least twice yearly, though 
not a requirement of the Joint Commission is con- 
sidered a very important educational and advisory 
tool towards the improvement of patient care in 
hospitals and is highly recommended. 


Dietary Department 

In every instance specific local laws and ordi- 
nances should be obeyed. The Standards of the 
Commission in relation to this department are as 
follows: 

a. There shall be an organized department 
directed by qualified personnel and integrated 
with other departments in the hospital. 

b. Facilities shall be provided which meet the 
requirement of the local sanitary code for the stor- 
age, preparation, and distribution of food for the 
general dietary needs of the hospital. These shall 
include facilities for the preparation of special 
diets. 

c. There shall be a qualified dietitian on full- 
time or on a consultative basis and in addition, 
administrative and technical personnel competent 
in their respective duties. 

d. There shall be a systematic record of diets, 
correlated with the medical records. 

e. Departmental and interdepartmental confer- 
ences shall be held periodically. 

It is the opinion of the Joint Commission that 
this department should be under the supervision 
of a qualified dietitian (preferably A. D. A. regis- 
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tered), on a full-time basis if possible or in smaller 
hospitals on a consultative part-time basis. There 
should be facilities for preparing therapeutic diets, 
although this does not necessarily require a spe- 
cial diet kitchen. In visiting a hospital, the sur- 
veyor evaluates this department on the basis 
of cleanliness, proper and adequate refrigeration, 
dish-washing and garbage disposal facilities, safe 
practices in the preparation and transportation of 
food, and the controls established to insure proper 
diet therapy. The commonest faults reported by 
surveyors are listed. 

1. Lack of thermometers and temperature con- 
trols in large refrigerators. 

2. Lack of temperature and thermostatic con- 
trols on dishwashing apparatus and even when 
present, not utilized. Hand drying of dishes. 

3. Poor and unsanitary garbage control and 
disposal. 

4. Storage of uncovered food in the same re- 
frigerator with drugs. 

5. Failure to clean ice storage bins. 
quite frequently found. 

6. Presence of unimaginative, unpalatable, rep- 
etitious, stereotyped special diets. 

7. Poor housekeeping and sanitation in the de- 
partment. 

8. Uninstructed personnel in the handling, pres- 
entation and disposal of food. 


This is 


9. Poor transportation of food, resulting in 
cold, unpalatable food. 


Emergency Room 

As hospitals have become more and more the 
focal point of medical care in a community, the 
services rendered by this department have gained 
importance. The Standards state that if a hospital 
maintains this service, and all hospitals except 
very specialized ones should, the following is 
necessary : 

a. There shall be a well organized department 
directed by qualified personnel and integrated 
with other departments of the hospital. 

b. Facilities shall be provided to assure prompt 
diagnosis and emergency treatment. 

c. There shall be adequate medical and nurs- 
ing personnel available at all times. 

d. Adequate medical records on every patient 
must be kept. 

e. There shall be a written plan for the care of 
mass casualties and this plan should be coordi- 
nated with the in-patient and out-patient services 
of the hospital. 


In several hospitals surveyed it has been noted 
that nurses are treating and prescribing for pa- 
tients in the emergency room. No physician sees 
the patient. This is absolutely wrong. The hospi- 
tal is guilty of wrongdoing by allowing a nonphy- 
sician to practice medicine. Serious legal conse- 
quences could result. 

Many hospitals are found with very poor emer- 
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gency room records. Emergency room cases fre- 
quently become court or compensation cases. The 
good emergency room record should contain prop- 
er identification, short history of the disease or 
injury, physical findings, laboratory and x-ray re- 
ports if performed, record of treatment, prognosis 
and disposition of the case. This record must be 
authenticated by the physician rendering the serv- 
ice. 

A plan, rehearsed at least twice a year, for the 
reception, care, and evaluation of mass casualties 
is mandatory for all hospitals. It has been a re- 
quirement of the Joint Commission for two years. 
An unprepared hospital, in case of a community 
catastrophe, fails itself and fails its community. 
Hospitals not having a definite written rehearsed 
plan are strongly criticized by the Joint Com- 
mission. 


THE BRAIN AND OXYGEN 

The brain is especially dependent on an unin- 
terrupted supply of oxygen to maintain not only 
normal function, but organic existence. The adult 
human brain normally uses about 45 ml. of oxygen 
per minute. If the supply is cut down by 10 per 
cent, one begins to get the first mental signs, a 
little difficulty in concentrating thoughts. If the 
oxygen supply is cut down by 20 per cent, there 
results emotional instability and confusion; one 
might say it is equivalent in effect to three or 
four cocktails. If the oxygen supply is cut down 
by 40 per cent, coma ensues. If the blood supply 
is completely cut off, as by a cuff around the 
neck, there is complete unconsciousness in a few 
seconds, and, to judge from observations in cases 
of asystole, after four or five minutes the brain 
suffers irreversible damage.—D. D. Van Slyke, 
M. D., The Role of Oxygen and Carbon Dioxide in 
Cardiovascular Physiology and Pathology, Bulletin 
of St. Francis Hospital and Sanatorium, January, 
1957. 


USE OF POOLED PLASMA AS A 
MEDICOLEGAL HAZARD * 

It has been estimated that the incidence of 
homologous serum jaundice following the admin- 
istration of pool blood plasma is from 5 to 20%.! 
It is true that the deaths resulting from such dis- 
ease are few. It is also true that recently adopted 
storage plans, whereby the pooled plasma is not 
used until a lapse of six months, with the possi- 
bility that the virus may die in the meantime, may 
have reduced this incidence. The fact that from 5 
to 20 patients out of every 100 transfused with 
pooled plasma get the disease, however, strongly 
emphasizes one of the risks that must often be 
taken in order to save a life. Despite the fact that 





* Reprinted from J.A.M.A. 166:261 (Jan. 18) 
1958. 
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life has been saved, suits have been brought to 
recover damages when homologous serum jaundice 
has resulted from a badly needed and properly 
administered transfusion. 


One suit, brought on behalf of a patient who 
had died from the disease, named the state of 
New York as the defendant.2 The plasma used had 
originally been procured for the Army and Navy 
by the American Red Cross. Upon the cessation 
of hostilities, the plasma was declared surplus by 
the War Department and was distributed to health 
agencies in the 48 states for allocation to hospitals 
and licensed physicians. The plasma administered 
in this case had been received from the National 
Red Cross by the Westchester County, New York, 
Red Cross Chapter, which stored it. Later it was 
delivered in its original package to the Northern 
Westchester Hospital in response to its request to 
the Westchester County health commissioner, who 
had been designated by the state commissioner of 
health as district laboratory supply station custo- 
dian. It was the plaintiff’s contention that the 
state, having knowledge of the incidence of ho- 
mologous serum jaundice due to the use of pooled 
plasma, was guilty of negligence in the distribu- 
tion of the Red Cross blood plasma. The court 
held that the state was a mere distributing agent 
and, in the absence of any negligence on its part, 
could not be held responsible for injuries following 
use of the plasma. Furthermore, the court pointed 
out that it was the physician, in the exercise of his 
professional judgment, who decided whether the 
plasma should or should not be used. The plaintiff 
had not contended that the physician was in any 
way liable and the court did not suggest that pos- 
sibility in its opinion. Confining itself to the strict 
issue presented in the pleadings, the court held 
only that the state was not liable for damages to 
the plaintiff. 


The next case involved blood rather than plas- 
ma. It was an attempt to collect damages from the 
hospital which had furnished the blood and in 
which the transfusion had been administered.* The 
plaintiff (patient) contended that the hospital had 
sold her the blood, knowing the purpose for 
which it was to be used. She argued that the sale 
was subject to an implied warranty that the blood 
was “fit”? for such intended purpose, was of “mer- 
chantable quality,’”’ was pure and harmless, and 
contained no injurious substances, agents, viruses, 
germs, or impurities. The Court of Appeals of 
New York held that the blood had not been sold 
to the patient but was a part of the total medical 
service rendered. Since there was no sale, there 
could be no warranties of sale, and the defendant 
hospital was held not liable in damages when the 
patient acquired homologous serum jaundice fol- 
lowing the transfusion. 


The third case involved a construction of the 
Tennessee Food, Drug and Cosmetic Act. 


That 
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act prohibits the sale or delivery of an adulterated 
drug and provides that a drug is adulterated “‘if it 

consists in whole or in part of any filthy, putrid, 
’ or decomposed substance.” The plaintiff contend- 
ed that the virus of serum jaundice contained in 
pooled blood plasma was a “filthy” substance and 
that the plasma was therefore adulterated. The 
United States Court of Appeals held that a virus 
which cannot be seen even with the most powerful 
microscope, which cannot be described, and the 
presence of which cannot be known at all except 
through its ultimate result, is not a filthy sub- 
* stance within the meaning of the statute. It held, 
therefore, that the manufacturer of the plasma is 
not liable in damages to the patient who ultimate- 
ly gets homologous serum jaundice following its 
administration. 

Thus these three decisions have held that the 
manufacturer that processes the plasma, the agen- 
cy that distributes the packaged plasma without 
in any way changing the contents of the package, 
and the hospital that actually supplies blood for 
use in the sickroom or operating room are not 
legally liable in damages to a patient who subse- 
quently acquires serum jaundice. 

Underlying the reasoning in all of these cases is 
the realization of the fact that, despite every ef- 
fort to screen donors, there is a possibility that the 


jaundice virus may be present in pooled plasma; 
if the virus is present, it cannot be discovered by 


microscope examination or by any other test 
known to medical science; it cannot be removed or 
destroyed by any known method which does not 
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also destroy the utility of the plasma. Doctors are 
aware of this situation but frankly point out that, 
though medically indicated, a calculated risk is 
involved whenever they order the use of pooled 
plasma.4 They take such a risk because they pre- 
fer a live patient with hepatitis to a patient who 
dies of shock before his blood can be typed and a 
sufficient quantity of whole blood obtained. If a 
physician is involved as a defendant in a case of 
this type in the future it must logically be assumed 
on the basis of cited precedents that the courts 
will say that the patient must assume the calcu- 
lated risk himself in the expectation that his life 
may be preserved. 

In the meantime, however, physicians will be 
wise to take every possible precaution to protect 
themselves in the event that a patient decides to 
sue. If the situation permits, the patient or his 
relation or guardian should be fully advised as to 
the need for the transfusion and the possible risks 
that might follow it, specifically homologous se- 
rum jaundice. This should be of great value in 
establishing, if a court should decide it to be 
necessary, an intent on the part of the patient to 
assume the risks involved. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Caleasieu 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

every month 
Second District 
Shreveport 
Vernon 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 
The next scheduled examinations (Part II), oral 
and clinical for all candidates will be conducted 
at the Edgewater Beach Hotel, Chicago, Illinois, 
by the entire Board from May 7 through 17, 1958. 


Date 


Fourth Tuesday every other month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Second and fourth Thursdays of 


Place 


Lake Charles 
Baton Rouge 
Bastrop 


New Orleans 


Monroe 
Alexandria 


Indepencence 


Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Shreveport 


Formal notice of the exact time of each candi- 
date’s examination will be sent him in advance of 
the examination dates. 

Candidates who participated in the Part I ex- 
aminations will be notified of their eligibility for 
the Part II examinations as soon as possible. 
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For further information contact Robert L. 
Faulkner, M. D., 2105 Adelbert Road, Cleveland 
6, Ohio. 


POSTGRADUATE CONFERENCE 

The Temple Division of the University of Texas 
Postgraduate School of Medicine announces its 
SIXTH MEDICAL AND SURGICAL CONFER- 
ENCE emphasizing Cardiac, Pulmonary, and Vas- 
cular Diseases to be held March 3, 4, 5, 1958. 
The program sponsored by Scott, Sherwood and 
srindley Foundation, will be presented in Temple 
by members of the Staff of Scott and White 
Clinic. Registration forms are available from the 
office of the Assistant Dean, University of Texas 
Postgraduate School of Medicine, The Temple 
Division, Temple, Texas. 


SOCIAL SECURITY FOOTNOTES 

The government, while slow to acknowledge 
anything wrong with the Social Security System, 
underestimated the demand for benefits. Women 
who could obtain benefits at 62, 63, and 64 de- 
cided to do so even if the payments were less 
than they would have been at 65. Farmers sud- 
denly turned out to be older than expected. 
Some began to pay social security taxes on re- 
ported income of $4200 which exceeded their in- 
come in prior years. Then they applied for bene- 
fits after paying taxes for six quarters. Many 
people who had retired and were well beyond 
65 years of age, dug up jobs for themselves and 
paid social security taxes for 18 months, thereby 
qualifying for benefits of from $30 to $108.50 
monthly for life. .Social security experts in mak- 
ing their cost projections underestimated the in- 
geniousness of the American people when Federal 
give-aways are as widely advertised as are social 
security benefits. 

There is not an unlimited number of ways for 
Social Security to expand. Medical care is one of 
the few areas not covered by “social insurance,” 
and the present framework of the Social Security 
Act is adequate to cover socialized medicine by 
means of a few amendments. The Disability In- 
surance ‘“‘Trust” Fund could be changed into a 
Health Insurance “Trust” Fund by the stroke of 
a pen. Taxes could be increased. A _ new title 
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could be added to the law and the private prac- 
tice of medicine could be virtually destroyed. 

In one way or another, on one excuse or an- 
other, social security tax payments are being 
boosted every year or two instead of at five-year 
intervals as originally planned. In 1954, the base 
was raised from $3600 to $4200. In 1956, the tax 
rate was increased. Now, Rep. Kean wants to 
raise the base rate from $4200 to $4800 beginning 
in 1959. Then in 1960, the tax rate is scheduled 
to increase % percent for both employee and em- 
ployer, and ™% percent for the self-employed. 
There is no way of knowing just how expensive 
social security “insurance” is actually going to be. 

Social security has been changed many times 
in the 22 years since the original law was enacted. 
The size and variety of benefits, the tax rates, 
the tax base, coverage—all have been radically 
changed. There is no reason to believe that an- 
other 22 years will not see just as radical changes. 

The “soundness” of social security depends on 
compulsion, high employment, and no wars. 


ARALEN FOUND EFFECTIVE IN 
RHEUMATOID ARTHRITIS 

The antimalarial Aralen (chloroquine) pro- 
duced “significant’’ improvement in a controlled” 
study of 66 cases of active rheumatoid arthritis, 
and should be studied further to determine its 
long-term value, according to Dr. A Freedman. 

Writing in Annals of Rheumatic Diseases (15: 
251, 1956), Dr. A. Freedman reports that no 
changes were observed in hemoglobin and eryth- 
rocyte sedimentation rates in the series given 
Aralen and the control group given a placebo. He 
attributes this to the shortness of the treatment 
period of 16 weeks, noting that the control group 
improved only slightly while the 
made a significant improvement. 

Fifty patients were treated with Aralen (Win- 
throp) in a subsequent study, of whom 43 became 
“really well,’ Dr. Freedman states. Despite hav- 
ing little or no need for aspirin, there was no 
joint stiffness or evidence of joint inflammation. 

No toxic effects of any significance were ob- 
served in the 50 patients who were treated with 
300 mg. of Aralen sulphate daily for two years, 
the author says. 


Aralen cases 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


The Woman’s Auxiliary to the Orleans Parish 
Medical Society is planning in a ‘‘big way” for 
the entertainment of the wives of the visiting 
doctors who are coming to New Orleans to at- 


tend the Twenty-first Annual Meeting of the 
New Orleans Graduate Medical Assembly which 
is to be held March 3-6, 1958, with headquarters 
at the Roosevelt Hotel. 


Mrs. Eugene H. Countiss, Auxiliary president, 
has appointed Mrs. Albert William Habeeb, Gen- 
eral Chairman. Mrs. Habeeb at this date has her 
plans in the blue print stage and is working dili- 
gently to have an unsurpassed program for our 
visitors. 

Mrs. Habeeb has appointed the following com- 
mittee chairmen to assist her :— 
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Registration—Mrs. William J. Rein 
Information—Mrs. J. Arthur White 
Publicity—Mrs. Branch J. Aymond 
Transportation—Mrs. William S. Neal 

Tour of City—Mrs. V. Medd Henington 

Tea—Mrs. J. Morgan Lyons 

Mrs. Milton McCall 
Mrs. Esmond Fatter 

Style Show—Mrs. Martin O. Miller 

Hospitality Room—Mrs. George Taquino, Sr. 

For the visiting ladies there will be a regis- 
tration and information desk set up in the lobby 
of the Roosevelt Hotel staffed by auxiliary mem- 
bers and will function from 8:00 a.m. to 4:00 p.m., 
on Monday and Tuesday, March 3rd and 4th, and 
from 8:00 a.m. to 2:00 p.m., on Wednesday and 
Thursday, March 5th and 6th. 

Entertainment for the visitors will stress the 
hospitality and fun loving atmosphere which pre- 
vails in New Orleans. A hospitality room will be 
open for coffee and “conversation” on Monday 
and Tuesday mornings from 8:30 a.m. to 11:30 
a.m. 

Tuesday, March 3, there will be a tour by bus 
of the City of New Orleans; Wednesday, March 
5, a style show of fabulous fashions and tea party 
at the Orleans Club; Thursday, March 6, an in- 
teresting tour of the City of New Orleans by bus. 
Your doctors are welcomed on the tour and reser- 
vations can be made at the Registration Desk. 

Mrs. Branch J. Aymond, 
Publicity Chairman. 


The Woman’s Auxiliary to the Orleans Parish 
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Medical Society entertained with a program tea 
following the monthly meeting on Wednesday, 
January 8th, 2:30 P.M., at the Orleans Club. 

Guests of honor at the party were the officers 
of the Woman’s Auxiliary to the New Orleans 
Dental Society, Mmes. B. C. Gore, Virgil Robin- 
son, John Stafford, Fernard Tiblier and J. Russell 
Bond. 


Dr. Charles B. Odom, President of Orleans Par- 
ish Medical Society, addressed the meeting bring- 
ing greetings from the Society. 

Mrs. Charles Farris, Jr., program chairman 
introduced Marthie Bouche, “The Mad Hatter,” 
whose topic was “Have you gotten your Spring 
hat?”. It was a most interesting program and 
the “hats were mad too”’. 

Assisting in receiving with the President, Mrs. 
Eugene H. Countiss, were the wives of the offi- 
cers of Orleans Parish Medical Society Mmes. 
Charles B. Odom, William C. Rivenbark, John J. 
Archinard, Spencer B. McNair, J. T. Brierre, Felix 
A. Planche, Oscar Blitz and George H. Hauser. 

Mrs. Fred O. Brumfield, chairman of hostesses, 
was assisted in the dining room by Mmes. Walter 
Diaz, Joseph S. D’Antoni, Harold Cummins, Jr., 
Benard D. Danton, Jr., Vincent Culotta, Julius T. 
Davis, Joseph F. Craven, Carl J. Decharry, Earl 
C. Smith, and Arthur C. Davidson. 


Alternating at the tea and coffee services 
were Mmes. James Treadway, Ben Parker, John 
C. Dubret and Walter F. Becker. 

Mrs. Branch J. Aymond, 
Publicity Chairman. 





BOOK REVIEWS 


J.A.M.A. Queries and Minor Notes published for 
the American Medical Association, Saint Louis, 
Missouri, the C. V. Mosby Company, 1956, pp. 
334, Price $5.50. 

The section on Queries and Minor Notes as pub- 
lished in the Journal of the American Medical As- 
sociation has long been of special interest to prac- 
ticing physicians. Recognizing this fact, the pres- 
ent volume republishes the contents of this section 
for the twelve months ending June, 1955. The ar- 
rangement follows the classified order of the 
“Standard Nomenclature of Disease” so that ma- 
terial on the Respiratory or Cardiovascular system 
is together and a table of contents under each 
body system lists alphabetically the conditions 
discussed. The book will be a worthwhile volume 
for quick reference but its use would have been 
made easier if an index had been included. 


MAryY LOUISE MARSHALL 


PUBLICATIONS RECEIVED 

Philosophical Library, Inc., N. Y.: 
Therapy, by J. H. Glyn, M. D. 

Charles C Thomas, Publisher, Springfield, Ill.: 
Clinical and Immunologic Aspects of Fungous 
Diseases, by J. Walter Wilson, M. D.; Urine and 
the Urinary Sediment, by Richard W. Lippman, 
M.D. (2nd Edit.); Principles of Ophthalmoscopy, 
by John K. Erbaugh, M.D.; The Diagnosis and 
Treatment of Infections, by D. Geraint James, 
M. D.; The Human Ear Canal, by Eldon T. Perry, 
M. D., edited by Arthur C. Curtis, M. D.; Funda- 
mentals of Electrocardiography and Vectorcardi- 
ography, by Lawrence E. Lamb, M.D.; Pre-Em- 
ployment Disability Evaluation, by William A. 
Kellogg, M. D. 

Williams & Wilkins Co., Balt.: The Relation of 
Psychiatry to Pharmacology, by Abraham Wikler, 
M. D. 


Cortisone 








